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A search for the causative origin of asthma can indeed be a tedious one, but 
always the underlying factor—BRONCHOSPASM—<an be treated immediately 
with FELSOL. Physicians in all parts of the world to which it has been 
introduced, have for years relied implicitly on FELSOL for the instant relief 
by it gives in an attack of asthma, no matter what the basic cause. 
FELSOL acts directly on the bronchial musculature and indirectly 
through the vagus and sympathetic ‘ 









Rapid in action—Prolonged in effect 
Full relief in perfect safety 








BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.C.1 
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for 
SAFETY 
in SEDATION 





Extract Valerian B.P.C. O'2G. Chloral Hydrate B.P. O'3G. 
in each capsule. Issued in vials of 20 capsules. 
Distrit 


THE ANGLO-FRENCH DRUG CO. LTD. 
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Today’s Best Treatments for virtually every disease you may meet... 


i958 CURRENT THERAPY 


By having the New 1958 Current Therapy within easy reach you ensure yourself of immediate access 
to today’s beSt therapeutic measures. 


For each of nearly 400 common diseases and disorders you'll find a concise but thorough description 
of the most recent preferred treatment method. These discussions crackle with practical facts and 
brisk instructions. They’re written for quick reading and fast comprehension. Exact dosages are 
always given and prescriptions are written out where necessary. 


Although this year’s volume boasts many new treatments—227 to be exact—if an old standby is 
still the best treatment, you'll find it here. The sole criterion is effectiveness, not necessarily newness. 
One of the big appeals of this volume is its ability to remove any doubts in your mind about whether 
or not there is some better treatment. 


Here are a few of the new treatments and articles in this 10th Annual Volume.—Newer Anti-secretory 
Compounds in Peptic Ulcer—Duck Embryo Vaccine for Rabies—Control of Complications in 
Bronchitis—Use of Leukeran in Hodgkin’s Disease—Tranquillisers in Hiccups and in Asthma— 
New Oral Compounds in Diabetes Mellitus—Cortisone in Thyroiditis—Pressure Gradient Bandages 
in Stasis Dermatitis and Stasis Ulcer—Treatment of Complications in Multiple Sclerosis—Therapy 
of Complications in Cerebral Erfibolism—Newer Diuretics in Congestive Heart Failure—Recent 








Edited by HOWARD F. CONN, M.D. 827 pages. £4 4s. 





BECKMAN — DRUGS: their Nature, Action and Use 


A New Book! Helpful information on the useful drugs you employ frequentiy 


A new and manageable pharmacological reference giving you an uncluttered presentation of the action of the 
various classes of drug agents. Coverage progresses according to logical physiologic units. You will find first 
discussions of drugs that stimulate or depress Muscle, then drugs relating to Blood and to the Blood Vessels. Next, Dr. 
Beckman goes on to agents affecting the Central Nervous System—those that quiet and put to sleep, those that 
affect mood, etc. Under this scheme, if you know the effect you wish to produce in a particular area or system 
of the body, it is relatively simple to locate the most effective drug. The most important drugs in each class are 
all included—with notations as to indications, contraindications, dosage, toxicity, side effects, etc. 


By HARRY BECKMAN, M.D., Director, Departments of Pharmacology, Marquette Univérsity Schools of Medicine 
and Dentistry. 728 pages. £5 5s. 





Levine’s CLINICAL HEART DISEASE—New (5th) Edition 


A straightforward and up-to-date picture of cardiac disease—its cause, its diagnosis and its treatment. It gives 
practical advice from an eminent clinical cardiologist, presented in a conversational tone that somehow makes 
difficu!t problems seem a little less formidable. 


By SAMUEL A. LEVINE, Clinical Professor of Medicine, Harvard Medical School. 646 pages, 216 illustrations, 
914 electrocardiograms. } £3 6s. 6d. 





Novak’s GYNECOLOGIC & OBSTETRIC PATHOLOGY — 


New (4th) Edition 


A superbly balanced reference book detailed enough for the specialist, yet written simply enough for the family 
physician. It describes, pictures and explains the lesions of each of the female generative organs. It stresses clinical 
aspects to ease your diagnoses. 


By EMIL NOVAK, Fellow and Past-President, American Gynecological Society; and EDMUND R. NOVAK, 
Assistant Professor of Gynecology, Johns Hopkins Medical School. 650 pages, 683 illustrations (25 in Colour). £4 18s. 
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Just published by 
Springer Publishing Co. Inc., New York: 


BRAIN TUMORS 
THEIR BIOLOGY AND PATHOLOGY 


By K. J. ZULCH, M.D. 
Professor of Neurology, University of Cologne. 
Translated by Allen B. Rothballer, M.D., and Jerzy 
Olszewski, M.D., Ph.D. 


320 pages, including a bibliography and 214 illustrations 
in 84 figures. Price 68/-. 


As an aid in the classification of brain tumors, this 
book stresses accurate macroscopic and microscopic 
examination and precise differential diagnosis. The 
author presents data on preferential site, age inci- 
dence, sex predilection, general incidence, forms, 
manners of growth, types of spread, and reactions of 
the surrounding brain. Each tumor type is considered 
in detail with photographs and photomicrographs. 
Throughout, the data are related to the clinical 
picture, a result of the author's close association with 


leading neuro-surgical clinics. 


Distributed throughout the British Empire 
(except Canada) by 


INTERSCIENCE PUBLISHERS, LTD. 
88-90 Chancery Lane London, W.C.2 























NEW BOOKS 





BASIC CARDIOLOGY 
By T. E. GUMPERT 
172 pp., with 72 illustrations. 25s., postage 1s. 1d. 
This book will bridge the gap between the detailed 
specialist text-books on the subject and the more 
concentrated and often dull accounts to be found 
in standard text-books of medicine. It is based 
upon lectures, some given to students and others 
to postgraduates, and is intended primarily for 
practitioners with an abiding interest in cardiology. 


THE NURSING OF 
MENTAL DEFECTIVES 
By CHARLES HALLAS 


196 pp., with 9 plates. 21s., postage 1s. 1d. 
Provides an up-to-date text-book which puts for- 
ward methods and ideas which are practicable, but 
not unreasonable. Although written primarily for, 
the nurse, the book will be of help to other workers 
in the field, as well as to parents of the mental 
defective who wish to care for their child at home. 





| 


JOHN WRIGHT & SONS LTD., BRISTOL | 











—New Butterworth Publications 


SYSTEMIC OPHTHALMOLOGY—Second Edition 











Edited by ARNOLD SORSBY, M.D., F.R.C.S. Pp. xii+740+Index. 273 illustrations. 4 colour 
plates. £5 5s. net, by post 2s. 3d. extra. 

There has been a complete revision of this well-known work in order to bring it into line with 
current knowledge and practice, and throughout particular emphasis is laid on the latest methods 
of treatment, particularly with the newest antibiotics. 


PRACTICAL ALLERGY 


By M. COLEMAN HARRIS, M.D., F.A.C.P., and NORMAN SHURE, M.D., M.S., F.A.C.P. 
Pp. xiii+447+ Index. 25 illustrations. 18 tables. 52s. 6d. net, by post Is. 9d. extra. 


Allergy in practice is the clearly defined keynote of this new book. It stresses the importance of 
careful study of the individual. It will clarify and simplify such important subjects as skin testing, 
the studies concerning foods, pollen, drugs; bacterial, physical and insect allergy; allergy extracts; 
desensitisation—all the modern aids for diagnosis and treatment of diseases of allergenic origin. 


MODERN TRENDS IN ENDOCRINOLOGY 


Edited by HAROLD GARDINER-HILL, M.D., F.R.C.P. Pp. ix+298+Index. 15 illustrations. 
1 colour plate. 65s. net, by post Is. 9d. extra. 

This work covers the results of the va: aount of research which has gone into endocrinology 
over the past ten years, presenting the broadest outlook and emphasising the modern approach. 
It will be of immense value to physicians, endocrinologists, postgraduates and everyone whose 
work demands a completely up-to-date knowledge of today’s trends in endocrinology. 





BUTTERWORTHS: 





88 KINGSWAY - LONDON, W.C.2 
Showroom: 11-12 Bell Yard, Temple Bar, London, W.C.2 
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The natural vitamin E avail- 





able only since 1948 must 


not be confused with the wheat germ oil 





in use before that date with its limitations 





as to potency and stability. 


The natural vitamin E of today com- 
distilled 


. 


prises a _ concentrate from 


vegetable oils. 





The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.1. alpha tocophery] acetate. 









Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 
Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers: 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 











Isoniazid and 
the B vitamins 








In the course of isoniazid treatment of 
tuberculosis, adverse effects on the nervous 
system have been reported occasionally. 
Peripheral neuropathy or psychosis may 
arise, and it has been suggested that these 
side effects may be due to an antagonism 
between isoniazid and vitamin B factors. A 
good response to massive doses of the vita- 
min B complex has, in fact, been obtained in 
psychosis arising during isoniazid therapy. 


Marmite yeast extract is a useful dietary 
supplement, providing all known factors of 
the vitamin B complex. Its pleasant taste 
ensures ready acceptance by the patient, 

while the nursing staff appreciate the ease 
with which Marmite drinks and sandwiches 
can be prepared. 


—=MARMITE _ 














yeast extract 





Literature on request 
MARMITE LIMITED, WALSINGHAM HOUSE, 
SEETHING LANE, LONDON, E.C.3 











| BAROSIL a 


A water repellent silicone cream 
for the treatment of 


URINARY AMMONIA 
DERMATITIS 


in Infants and Incontinent Patients 








il is that it is 
i rtant feature of Barosil | j 
my to give @ slight agen wen 
isi he acidity 
8-5, so neutralising the 
ae urine. Zinc Oxide is included for its 
healing and soothing properties. 











Barosil is available in 2 oz. and 16 oz. jars. Basic 
price of the 2 oz. jar is 2s. 6d. plus 9d. purchase tax. 


Literature on request from :— 


CLAY & ABRAHAM (MNFG.) LTD. 


Manufacturing Chemists 


LIVERPOOL 1 Established 1813 


Trade Mark 


Registered 
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Treatment of 


DIABETES 


ELLITUS 





without injections 


Rastinon »Hoechst« tablets provide an oral 
treatment for certain diabetic patients. 


EFFECTIVE A number of patients on small 


regular doses of insulin have been found to be. 


suitable for treatment with Rastinon 
*Hoechst« tablets. Clinical work throughout 
the world has shown that approximately a 
quarter of all diabetics can be stabilized on 
Rastinon »Hoechst« tablets. A few of the 
more recent references to the literature are 
given opposite. 


SAFE The selection and stabilization of 


diabetic patients should be carried out under 
strict medical supervision. For those patients 
found to be suitable, Rastinon »Hoechst« 
tablets provide a safe form of therapy and 
many have now been on oral treatment for 
two years. No cases of proven dyshaemopoiesis 
or other serious side-effects due to the drug 
have been reported. 

SIMPLE From 2 to 4 tablets a day are _ nor- 
mally all that is required to replace the insulin 
with its concomitant syringe, needles, swabs, 
and often nursing assistance as well. The nor- 
mal regime of urine examination and dietary 
control remains necessary. 

Packs: bottles of 100 and 500 tablets. 

The basic price to the National Health Service 
as dispensed from a 500 tablet bottle is 2.97d 
per tablet and the total cost to the National 
Health Service, with all allowances, is less than 
4d per tablet. 

Each tablet contains 0.5 G. of N-Butyl-N’- 
toluene-p-sulphonylurea; (Tolbutamide). 


REFERENCES: 
Oral Therapy for Diabetics with Tuberculosis, 
Brit. Med. J., 1958, 1, 220 
Oral Treatment of Diabetes with Tolbutamide, 
Brit. Med. J., 1957, 2, 1345 
Clinical Experience with Tolbutamide, Brit. 
Med. J., 1957, 2, 323 
Tolbutamide in Treatment of Diabetes Mel- 
litus, Brit. Med. J., 1957, 2, 325 
Editorial—Tolbutamide in Diabetes, Brit. 
Med. J., 1957, 2, 343 
Oral Hypoglycaemic Compound, Brit. Med. 
J., 1957, 2, 352 
The Antidiabetic Sulphonamides, J. Endo- 
crinology, 1957, 15, 45 
Clinical Studies of the Hypoglycaemic Action 
of the Sulphonylureas, Lancet, 1957, 1, 753 
Dtsch. med. Wschr., 1957, 82, 1513-1592 





RAMTNON 


»HOECHST« 


TABLETS 


(TOLBUTAMIDE) 











HOECHST PHARMACEUTICALS LIMITED - SLOUGH 


Distributors in the United Kingdom 


HORLICKS LIMITED - SLOUGH - BUCKS 
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A new molecular complex of 


chloral hydrate. 
in tablet form 


WELLDORM (dichloralphenazone) tablets are a new molecular compound 

of chloral hydrate and the analgesic, phenazone. The former problems of 
taste, odour and gastric upset associated with chloral hydrate have now been 
overcome by the advent of WELLDORM. Prompt, safe and smooth, 
non-barbiturate WELLDORM tablets are ideal for those whose primary trouble 
is just getting to sleep. WELLDORM tablets initiate, then merge with 

natural physiological sleep. 

There now opens up a vast new scope for the use of chloral hydrate—long 
considered one of the best hypnotics therapeutically. 

Chloral hydrate, as contained in WELLDORM, is one of the safest of all sedatives. 
In therapeutic doses none of the vital functions is affected. Extensive 
clinical investigation has revealed no gastric side-effects when WELLDORM 

has been administered. 

Clinical samples and literature will gladly be sent on request. 





AVAILABILITY: 10 gr. scored tablets in containers 
of 25 and 250. Prescribable on Form E.C.1o. 


Welldorm....... 


FOR SAFE SLEEP 





‘SEN; SMITH & NEPHEW PHARMACEUTICALS LTD. 
4 f WELWYN GARDEN CITY, HERTS. 


® ? 
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For home massage 
and relief of pain 
and muscle spasm 


Algesal is unique in containing 
no counter-irritant. It is suitable for 
repeated application by the patient 
at home, since it will not irritate or 
redden the skin. 

The single, active ingredient is a 
non-irritating, skin-penetrating sal- 
icylate, carried in a soothing white 
vanishing cream with a pleasant smell 


of lavender. 


* Tear-off pads of leaflets describing a rational home 


ache due to lumbo-sacral strain are available for 
handing to patients. Other leaflets dealing with osteo- 
arthritis of the knee and frozen shoulder are also 


available. 
6 





rae 
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INDICATIONS: _ Fibrositis or 
muscular rheumatism, osteoarthritis, 
backache due to lumbo-sacral strain, 
tenosynovitis, frozen shoulder and 
local tissue pain after injury or 
exercise. 


Algesal balm gives 


symptomatic relief in backache 
due to lumbo-sacral strain 


mT AY: || 


non-irritating, skin-penetrating 
, : , anti-rheumatic salicylate balm 
treatment and simple exercises for the relief of back- 10% Diethylamine Salicylate, tn a soothing vanishing cream. 











Samples and full descriptive literature will be 
sent on request to the manufacturers 


E.G.H. LABS 
PERU STREET, SALFORD 3, LANCS. 
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THE RIKER 


Medihaler 


REGD. 
The most significant advance in recent years 
in oral inhalation therapy for asthma 








e A measured dose of predetermined 
particle size 


THE «MEDIHALER’ e An aerosol spray mechanism 


PROVIDES THE E | e Extreme simplicity and ease 
of operation 


UNIQUE FEATURES 





e A robust 
mechanism 











Ya? SS 


Med 


PRESCRIPTION INFORMATION 


The first prescription should order a Complete 
Outfit of either ‘Medihaler Epi’ or ‘Medihaler Iso’ (propellent 


ii 
A , 
ihaler ev 

Contains 7 mg./o.c. 
Adrenaline Acid Tartrate 


B.P. in suspension in inert 


| 
| 
| 
| 
unit and oral adapter). 
enced qediiiaiint | The basic N.H.S. cost is 12/8d. 

Dose delivered is equivalent to | Repeat prescriptions should specify the appropriate refill 

0-15 mg. adrenaline base. propellent unit required. 
| 
| 
| 
| 
| 
| 
| 
| 


Medih a ler 180 The basic N.H.S. cost is 10/4d. 


Contains 2 mg./c.c. 
Isoprenaline Sulphate 

B.P. in inert aerosol propellent. 
Dose delivered is 0-075 mg. 
isoprenaline sulphate. 


‘“Medihaler’ is a registered trade mark. 
RIKER LABORATORIES LIMITED 
LOUGHBOROUGH : LEICS. 
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when your patients need to be 








you will find that ‘ Dexedrine’ helps 


to dispel apathy and lethargy, 
and restores optimism, alertness 
and a sense of well-being in 


your depressed patients 


Dexedrine Tablets 


Smith Kiine & French Laboratories Ltd 


Coldharbour Lane, London SE5 


‘Dexedrine’ is a trade mark 


O:PAI8 
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Migraine in Wonderland 





















The fantasies of altered body size and shape é Cag" 
in Alice in Wonderland are like those experienced rae 
by some migraine patients.' Disorders of body image 
may be found in migraine either as an aura to an attack 
or as a migrainous equivalent.? 





















Lewis Carroll himself suffered from migraine,' 
and it may well be that “Alice trod the paths and byways 
of a Wonderland well known to her creator.’ 
If that is so, English literature is the richer 
for Mr. Carroll’s migraine.” 





Curiouser and curiouser. .. 

‘ to picture Alice’s adventures (would she have had any?) 
if Cafergot had been at hand 

for Lewis Carroll’s migraine. . . 


"J. nerv. ment. Dis. (1952) 116, 346 ® Lancet (1956) 1, 794 
* Canad. med. Ass. J. (1955) 73, 701 





Cafergot 
BY SANDOZ 


aborts the attack of migraine 


in more than 80% of cases 


TABLETS: 
1 mg. Ergotamine Tartrate B.P. 
100 mg. Caffeine B.P. 








SUPPOSITORIES: lieccee caveeorwe eore® 
2 mg. Ergotamine Tartrate B.P. 

100 mg. Caffeine B.P. 

0.25 mg. total alkaloids of belladonna 
100 mg. isobutylallyl barbituric acid 











Sandoz House 
Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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WHERE MOTILITY IS HIGH... 


ME rk eEE: NI" Yy LT. 


A cobra strikes 
in approximately 


one twelfth of a second 








*Merbentyl’ effectively reduces the hypermotility 


1. ‘Merbentyl’ has a twofold action. It is an 


anticholinergic and it also exerts a direct 
relaxing action on the smooth muscle of 
the gastro-intestinal tract similar to that 
exerted by papaverine. 


2.‘Merbentyl’ is virtually free from the side 


effects associated with the older anti- 
spasmodics, such as belladonna, and is 
more effective. 


3.‘Merbentyl’ is available in tablet form, each 


tablet containing 10 mgm. dicyclomine hy- 
drochloride, or as a pleasantly flavoured 
syrup containing 10 mgm. in each 5 c.c. 
Both forms are available combined with 
phenobarbitone. 


of the gastro-intestinal tract 


‘Merbentyl’ may safely be given to young 
children. Infantile colic responds drama- 
tically to its administration. 

Nervous indigestion, the bane of the 
elderly, responds very satisfactorily to 
‘Merbentyl’ therapy. 

In the treatment of peptic ulceration the 
administration of an antispasmodic to- 
gether with antacids has become virtually 
routine. For this condition a special pre- 
paration ‘Kolantyl’ has been formulated. 


(See separate literature) 


DOSAGE Two tablets or two teaspoonsful of syrup three times a day. 


*Merbentyl’ is a registered trade mark 
of the Wm. S. Merrell Co., London 


— 
Merrell 


Research /) RIKER LABORATORIES LTD., LOUGHBOROUGH, LEICS. 


Distributed in the United Kingdom and Republic of Ireland by 
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Bayer Products Limited 


Neville House, Kingston-on-Thames, Surrey. 






For the treatment of Seborrhoea and Dandruff 





Lenium combines the recognised action of selenium 
sulphide with that of the powerful, new antibacterial 
agent, Lorothidol for maximum control of seborrhoea 
and dandruff. 








Lenium is extensively used in Sweden, where it was 
developed and clinically evaluated. Now manufactured 
in England, Lenium is available for the first time 

to doctors in the British Isles. 








Supplied as a cream, Lenium is convenient and pleasant 
to use— leaves the scalp clean and hair manageable. 


LENIUM 


Trade Mark 
2.5% selenium sulphide and | % Lorothidol [2,2'-Thiobis (4,6-dichlorophenol)] 
Supplied in tubes of 1} oz. and 4 oz. Basic N.H.S. cost of 1} oz. tube: 2/9d. 
Medical literature available on request r 
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erramycin 





1/M INJECTIONS 
1/V INJECTIONS 
NASAL SOLUTION 
OTIC SOLUTION 


ORAL SUSPENSION 


PAEDIATRIC DROP 
SOLUBLE TABLETS 
SYRUP 
VAGINAL TABLETS 


TOPICAL POWDER 





Terramycin 


brand of oxytetracycline 


— AN EXPANDING PATTERN OF USEFULNESS 


Since the introduction of Terramycin a tremendous body of 
evidence has been published about this outstanding broad- 
spectrum antibiotic. Today, its value is known and established 
in almost every type of disease where infection is a factor. 
Following the course of this development we have introduced a 


wide variety of dosage forms, so that the clinical effectiveness of 
WHERE A BROAD-SPECTRUM 


Terramycin should be enhanced by convenience and accepta- 
bility of presentation. ANTIBIOTIC IS INDICATED 

The very bulk of the available evidence becomes almost an em- 
barrassment to the busy practitioner who—having accepted the a 
clinical value of Te ‘cin—w oncise picture of indica- e 

cal value of Terramyc in—wants a concise picture of indica I ECE] ranycl Nn 

tions, dosage, therapeutic effect, and possible side effects, in some 
specific condition. To overcome this problem we are preparing a 

a ae oom © Preparing ® PROVED CLINICAL EFFECTIVENESS 
series of brief monographs on the use of Terramycin in specific 
groups of indications. The second of these, “Terramycin in the 


WIDE MARGIN OF SAFETY 


treatment of Genito-Urinary Infections’, is now available. COMPLETE RANGE OF DOSAGE FORMS 
PFIZER PHARMACEUTICALS 
Manufactured at Sandwich and processed 
067/P at Folkestone, Kent * Registered Trade Mark 
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what is a TONIG? 






NEARLY EVERY PHYSICIAN prescribing 
a tonic today thinks first in terms 
of either iron or vitamins. Or both; 
because the efficacy of iron depends 
so much on the vitamins linked with 


its absorption. 


Foremost of these are ascorbic acid 
and the factors of the vitamin B 
complex. 





All these are presented with easily 
assimilable ferrous iron in a single 
tablet of Ferraplex B. 


Ferraplex B tablets are easily 
swallowed and well tolerated. They 
provide a complete iron haematinic 
therapy for convalescents, adoles- 
cents, pregnant women and 
patients with all degrees of iron 
deficiency anaemia. 


e Cc. L. BENCARD LTD 








COMPLETE, 
IRON HAEMATINIC 


COMPOSITION 


Average daily dose of six FERRAPLEX B 


Ferri Sulph. Exsicc., B.P....5,..... 1 gramme 
Camper Cesmeeeee... dec ivivinndi 2 mg. 
Ascorbic Acid (Vitamin C)........... 50mg. 


NATURAL VITAMIN B COMPLEX EXTRACT. . 2 grammes 


prepared from brewers’ yeast and including 


Aneurine hydrochloride (Vitamin B,) .... . 3 mg. 
Riboflavine (Vitamin B,)............ 6 mg. 
See Tee ee 30 mg. 


and all the other naturally occurring factors of the 
vitamin B complex. 


FER HA PLEX Bs 


ACCEPTABLE 


PARK ROYAL - LONDON - N.W.10 


601, 46/2 
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MAXIMAL EFFICIENCY AT MINIMAL COST- WRITE FOR SAMPLES & LITERATURE 





deal ferrous sulphate treatment 
for hypochromic anaemia 


Plesmet 


TABLETS MAXIMUM UTILISATION 


Plesmet improves on hemopoietic 


efficiency of ferrous sulphate in 
all iron deficiency anzmias by 
ensuring that it is extraordinarily 
well tolerated — particularly in 


pregnancy. 


EACH TABLET CONTAINS 

Ferrous Amino-acetosulphate 
equivalent to 50 mgm. of Ferrous 
Iron with 1 mgm. of Aneurine 


Hydrochloride B.P. 


COATES 


PYRAMID WORKS 
"RADE WE 





EXCEPTIONALLY 
WELL TOLERATED 


RAPID ABSORPTION 


LOW COST 








In a recent clinical trial 
a course of Plesmet was 
markedly successful in raising 
the hzmoglobin percentage 
from an initial average level of 


62 to 73 in two weeks. 





Basic N.H.S. Price : 
100 tablets .. 2/8 
1,000 tablets .. 17/6 











& COOPER LTD. 


WEST DRAYTON - MIDDLESEX 
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How many 
diabetic patients 
are overweight? 


It is a fact* that 77% of all diabetics 
are overweight. Also established is 
the factt that reduction in weight 
leads to a proportional lowering of the 
blood sugar level. Should no attempt 
be made to reduce their weight to a 
‘ normal average level (weight at the 
age of 30 is suggested as the ideal) 
there is, over the years, a higher 
incidence of complications. In 
addition, higher amounts of insulin 
must be administeredj. 
How then to achieve weight reduction 





. simply, safely and easily? Preludin 
can supply the answer. Preludin acts 
directly on the appetite-satiety 
centre in the hypothalamus, curbs 
the urge to over-eat and enables the 
patient to adhere more easily to any 
weight-reducing regime prescribed. 
Side-effects are virtually absent. 
Preludin is foremost in this field and 





represents a safe and rational 
approach to the problem of 
overweight diabetics. 





*L'Union Medicale du Canada June 1957 
+The Annals of Internal, a 
July to December 


tCanadian Medical Eatecbatiadl Journal 
76,938/40, 1957 


PRELUDIN 


Brand of 2-phenyl-3-methyl-tetrahydro-1, 4-orazine-hydrochloride 


Manufactured and distributed in the U.K. by Pfizer Ltd., 
Folkestone, Kent, for 


C. H. BOEHRINGER SOHN, INGELHEIM-AM-RHEIN 


Registered proprietors of the Trade Mark 
*Regd. Trade Mark 
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— to relieve allergic and 
inflammatory conditions 


— to relieve symptoms on 
lower dosage than cortisone 


— to relieve symptoms with less 
disturbance of salt metabolism 


PREDNISONE 
P.,D.. CO. 


Supplied in compressed tablets 
each containing 1 mg. and 5 mg. Prednisone. 


Containers of 25, 100 and 500. 





PREDNISOLONE 
P.,D.. CO. 


Supplied in compressed tablets 


each containing 1 mg. and 5 mg. Prednisolone. 
Containers of 25, 100 and 500. 


CAwm 


« 
- 
. 


van 


HOUNSLOW - MIDDLESEX °- Tel. Hounntew 2360 


PARKE, DAVIS & COMPANY. LTD. (inc. USA.) 
“ear 
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Senokot is 
cheaper by 


half than 
paraffin 


FROM THE BRITISH MEDICAL JOURNAL, AUGUST 11, 1956, p.374. 


“In these days of economy in prescribing ... 
the biologically standardized form of senna [Senokot] 
... 1s cheaper by half than paraffin.” 


BASIC N.H.S. PRICES RETAIL PRICES 
(Taz free D.P.s) (Including Tax) 


SENOKOT GRANULES: 2lb, 21/- 202, 2/10: 602, 7/9 
SENOKOT TABLETS: 1,000, 16/- 50, 2/5; 200, 7/3 


On E.C.10: Cost about a halfpenny a dose 


UD westminster LABORATORIES LTD., CHALCOT ROAD, LONDON, 
G1398 
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In controlled 
studies over 
a period 

of more 
than 


two years 


‘an effectiveness of 89°., in the relief of meno- 
pausal symptoms . . . no withdrawal bleeding 
occurred . . . appeared to be superior to most 
(oestrogens) by virtue of its lack of side effects ’ 

J.A.M.A. (1956) 161, 1062 


| SEARLE | HIGH WYCOMBE, BUCKS. 


§9% control 
of menopausal 
symptoms 


Vallestril 





BRAND OF METHALLENOESTRIL 


A potent synthetic oestrogen with 
an extraordinary record of 
successful treatment, VALLESTRIL 
is distinguished by its freedom 
from toxic effects, nausea and 
complications, especially uterine 
bleeding either during therapy 

or on withdrawal. 


DOSAGE : | tablet 2-3 times daily for 
2-3 weeks : then 1-2 tablets daily for 
1 month. 

Available as 3 mg. tablets in bottles 
of 50, 100 and 1,000 tablets. 


Literature on request. 





VA : P38 
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“Never neglect the opportunity 
of learning from another doctor: 
in this context about the contents of his bag”’ 


| Practitioner (1957) 179, 626 


Beliergal 
BY: SANDOZ 


is in' the bag!* 











Bellergal |! is always at hand 
for the symptomatic treatment 
of a wide variety 


of psychosomatic disorders’ 
0.1 mg. total alkaloids of belladonna 


0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarbitone B.P. 


TABLETS: 


Bellergal has a place in 
** The Doctor's Bag’’—Practitioner (1957) 179, 624 





3 a we 





Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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ACH ROMYCIN V 


TETRACYCLINE WITH SODIUM METAPHOSPHATE 


LEDERLE 
20 


LABORATORIES 


IY yp 


accelerates the recovery 


AcHRomycin V Syrup has been expressly formulated to provide 
faster and higher levels of AcHRomycin tetracycline in the 
blood and tissues of the younger - patient. It contains 
ACHROMYCIN tetracycline in combination with sodium meta- 
phosphate for greater clinical response. The Syrup is presented 
in a particularly acceptable orange-flavoured form that enables 
effective dosage to be given in small volume. The more 
rapid absorption of the antibiotic and its faster broad-spectrum 
antimicrobial action accelerate the resolution of the disease 
and thus leads to quicker recovery. 
Each teaspoonful (5 cc.) contains : ACHROMYCIN tetracycline, 125 mg. and 
sodium metaphosphate, 190 mg. Bottles of 2 and 16 fl. oz. 


’ 
DIVISION (yanamid OF GREAT BRITAIN LTD. London, we2 
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sure as the swallows come 


you can be sure that each dose of Cytamen is an exact weight 
of crystalline vitamin B,, 
sure that the stated potency cannot vary . 
sure that any variation in the patient’s response is not, and 
cannot be, due to the product. 
sure too, that with its wide range of potencies, Cytamen provides 
the most flexible, efficient and economical means of combating 


pernicious and other macrocytic anaemias. 







You can be sure of Rea‘@ ww. @/ @ a8 


TRADE MARK 





crystalline vitamin B,, 50, 100, 250 and 1,000 micrograms per cc. 





GLAXO, GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 


Subsidiary Companies or Agents in most countries 
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‘ 


surely... 
to higher levels 


WITH THE NEW IMPROVED PEWICILLIN-V 


“V-CIL-K’ brand penicillin V potassium is the most 
efficient oral penicillin yet developed. It combines the 
acid stability of penicillin V with very rapid absorption. 
High therapeutic levels are swiftly attained and peak 
concentrations are reached within thirty minutes. 


‘V-CIL-K’ provides the convenience of oral penicillin 
with the speed and sureness of the parenteral route. 
Whether judged by blood levels or by clinical results, 
it is fully as effective as intramuscular penicillin G. 


“V-CIL-K’ may be used whenever penicillin is indi- 
cated, even in serious infections hitherto requiring 
parenteral treatment. The dose is 125-250 mg. four times 
daily. The cost is identical with that of penicillin V. 
Available as tablets of 60 mg., 125 mg. and 250 mg. 





LILLY & COMPANY LTD - BASINGSTOKE - ENGLAND 
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CHOLEDYL* Ey 


after CHOLEDYL 
nx 








before. CHOLEDYL 
CRCROBCAOR 


PRR KK 


provides a degree of effectiveness that cannot be 


obtained from aminophylline 


increases cardiac output ee 


stimulates the respiratory centre 


reduces the need for 
aerosol therapy 





reduces coughing 





increases vital breathing 
capacity 


Se oe oe 
he ee ee oe ee 








prevents bronchospasm without central nervous 
stimulation STANDARD 


helps relieve the interstitial edema REFERENCE CARD 
e is well tolerated ON APPLICATION 


maintains efficacy during prolonged administration 











Choledy] is available in tablets containing 100 mg. and 200 mg. choline 
theophyllinate and is supplied in bottles of 100 and 500 tablets. 


Manufactured in Englandby ALLEN & HANBURYS LTD LONDON E2 


* under license from WARNER-LAMBERT PHARMACEUTICAL COMPANY, 
NEW JERSEY, U.S.A., owners of the trade mark: United Kingdom patents 
No. 736,443 and South Africa patent No. 22,325. 
N 58/100/H 
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‘ANSOLYSEN’ 


eget Maslela br 


PENTOLINIUM TARTRATE 











PRESENTATIONS 

10 mg., 40 mg., and 200 mg. tablets. 

0-5% and 2°5% solutions 

1% and 2:5% solutions with 0-5% ephedrine 


MANUFACTURED BY 
| MAY & BAKER LTD 





“Ansolysen’, one of the most successful preparations yg 
developed for the treatment of essential hypertension. 
reliably lowers blood pressure, provides relief from the 
distressing symptoms of hypertensive disease, arrests or 
reverses retinal damage with a consequent improvement in 
vision, and allows the otherwise incapacitated patient to 


resume a more normal and active life. 
Detailed information is available on request 


An M&B brand Medical Product 


DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM - ENGLAND 
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Great Strength 
rings the bell! 


Uniquely strong . . . swift-acting . . . yet amply safe for 
children . . . ‘ Actidil ’ can provide a surer, more decisive 
answer to the nagging challenge of genera) allergic symptoms. 
This modern antihistamine gives relief within minutes. 
It has little tendency to evoke unwanted side-effects. 
Its benefits persist for some twelve hours. For adults, 
‘ Actidil ’ is available as tablets ; for children, as a 
pleasant tangerine-flavoured elixir. Given in either 
form it holds the promise of new comfort for many, if 
not all, of your allergic patients . . . today . . . and in the 
** pollen months ’’ ahead. 
“TABLETS: (2°5 mgm.) in bottles of 25, 100 and 500 
ELIXIR: (1 mgm. per fluid drachm) in bottles of 20 fl. oz. 


‘ACTIDIL’ 


TRIPROLIDINE HYDROCHLORIDE 








Today’s most potent antihistamine . . . 
yet safe for your youngest patient 


‘ 
off I 


bral BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
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“ANCOLOXIN’ 


TRADE MARK 


TABLETS 


Meclozine dihydrochloride 25 mg., plus 
pyridoxine hydrochloride (vitamin Bg) 50 mg. 


“The use of a combination of 
meclozine dihydrochloride and pyri- 
doxine (‘ancoloxin’ tablets) in a 
series of cases of nausea and vomit- 
ing of pregnancy is reported. Rapid 
and effective control of symptoms 


was obtained in all cases, some of 
the patients having previously failed 
to respond to either antihistaminic 
treatment alone or to pyridoxine 
alone.” 

(PRACTITIONER, 1956 (FEB.). 176,201) 


DOSAGE: 2 tablets at night. 5 days of treatment is 
often sufficient for complete relief. Basic N.H.S. cost of 
treatment—1/4 per day. Containers of 10 and 50 tablets. 


Medical Department 


THE BRITISH DRUG HOUSES LTD. LONDON N.I 
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“ THESE DYING DISEASES” 
VENEREOLOGY IN DECLINE ?* 


AMBROSE KING 
M:B. Lond., F.R.C.S. 
SENIOR PHYSICIAN, 
THE WHITECHAPEL CLINIC, THE LONDON HOSPITAL, E.1 


My title is a quotation from the chairman of a regional 
hospital board, who, when approached about some very 
necessary reconstruction of a v.D. clinic, replied: ‘“‘ We 
don’t want to spend money on these dying diseases.” 
It echoes an opinion which seems to be held by almost 
every doctor who is not in direct contact with the subject 
but is entirely contrary to the views and experience of 
most venereologists. Workers in this field recall a similar 
episode twenty years ago. When sulphonamides were 
introduced in 1937 it was commonly said that venereology 
would soon cease to exist as a special subject. The years 
which followed were the busiest that most of us have ever 
spent. - 
The Present Position 

In this and other Western countries the incidence of the 
venereal diseases during the past twenty-five years has 
followed a well-recognised and expected trend—a steady 
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Fig. 1—Number of cases of syphilis of less than a year’s duration, 
England and Wales. 


decline during the 1930s, during times of peace and in 
association with more diligent methods of v.D. control, 
followed by a very great rise during the years of war, 
reaching a peak in 1946, a year after the war ended, and 
a steep decline during years of peace and plenty in which 
new and effective remedies became increasingly available. 
Assuming that war or economic recession can be avoided, 
circumstances were never more favourable than they now 
are for complete control of these infections in a highly 
organised community such as our own, and the next few 
years should determine whether this degree of control is 
feasible. 
SYPHILIS 

Fig. 1 shows the incidence of infectious syphilis—i.e., 
cases of less than one year’s duration—seen in V.D. centres 
of England and Wales from 1931 to 1956, as given in the 
annual reports of the Chief Medical Officer of the Ministry 
of Health. The decline is spectacular, and the low level 


° A “shortened version ‘of . the Malcolm Morris memorial ‘lecture 
given under the auspices of the Chadwick Trustees at St. Mary’s 
Hospital, London, on Dec. 5, 1957. 
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now reached is unprecedented. In 1955 new cases were 
less than 5% of those in 1946—the year of highest post- 
war incidence. Nevertheless it is noteworthy that in 1955, 
for the first time since 1947, the number of new patients 
attending with infectious syphilis failed to fall, the figures 
being 609 cases in the male and 228 in the female, as 
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Fig. 2—Number of cases of syphilis of more than a year’s duration, 
England and Wales. 


compared with 600 and 208 respectively in 1954. The 
corresponding figures for 1956 were 587 and 257. Thus, 
though at present there is no reliable evidence of a 
tendency to rise, it does seem that the progressive fall has 
come to an end. These figures indicate trends rather 
than true incidence. How many cases of venereal disease 
are treated outside the treatment centres is unknown, but 
probably few cases of early syphilis. 

Experience suggests, however, that infectious syphilis 
often remains undiagnosed. We might therefore expect 
a rise in the in¢idence of late syphilis following the high 
prevalence of early syphilis during and after the last war. 
The reported figures do not bear this out (fig, 2). Late 
and latent syphilis did not show an appreciable decline 
until 1952, but then fell consistently until 1955, rising 
slightly again in 1956 to the level of 2191 cases in men 
and 2106 cases in women. The decline.is greatest for 
cases of neurosyphilis, gummatous lesions, and late 
latent syphilis; it is small for cardiovascular syphilis. 

It is hard to estimate the significance of these findings. 
Much late syphilis is treated elsewhere than at the v.D. 
treatment centres, and this proportion may well have 
increased since treatment became safer and easier to 
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Fig. 3—Mortality from late syphilis, England and Wales, 1916-54, 
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administer. The main antisyphilitic remedy is used freely 
for many other conditions. Possibly this helps to prevent 
the -late serious effects of syphilis, but it may suppress 
information which would help us to estimate the extent 
of the problem. 

Whatever the truth about the prevalence of late syphilis, 
there can be no doubt about the decline in mortality from 
the late manifestations. Fig. 3 shows the decline in 
mortality from general paralysis, tabes dorsalis, and aortic 
aneurysm from 1916 to 1954. Since 1954 there has been 
little change for general paralysis and a slight decline for 
tabes dorsalis. On the other hand deaths from syphilitic 
aneurysm of the aorta have not declined to a similar 
extent for males and have risen for females. It is clear that 
cardiovascular syphilis remains a serious problem. It has 
become customary to give credit to penicillin for all the 
considerable advances made in the control of syphilis 
since the second world war; but there is no real evidence 
that penicillin, given for syphilis or for other infections, 
is the cause of the decline in mortality from late syphilis. 
Fig. 3 shows that during the ten years 1945-54, after 
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Fig. 4—Number of cases of gonorrhcea. Whitechapel Clinic 1931-56. 


penicillin became available, the rate of decline was less 
than in earlier years. 


The reported incidence of congenital syphilis has shown 
a steady decline. The highest point, with figures for all 
cases, was 1417 in 1949, and for cases recognised in the 
first year of life 372 in 1948. The equivalent figures for 
1956 were 590 and 36. 


It is interesting to study the position in the United 
States, where trends of incidence of venereal disease have 
been similar, bearing in mind that in that country peni- 
cillin has been even more generally used for the treatment 
of diseases other than syphilis and that routine serological 
tests for syphilis are more widely applied to the diagnosis 
of syphilis in its latent stages. In February of last year a 
joint statement by the Association of State and Terri- 
torial Health Officers, the American Venereal Disease 
Association and the American Social Hygiene Association, 
drew attention to an increase in reported syphilis during 
1956, for the first time since 1948. This increase was not 
large (4144 cases) but was general, including all forms of 
syphilis except early latent infection. Yet, as Earle 
Moore (1957) pointed out, the progress made is substantial 
indeed (namely, a drop from a peak of 214,306 cases of 
actually or potentially infectious early syphilis in 1947 
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Fig. 5—Gonorrheea. England and Wales. 1939-56. 


to 26,721 in 1956); but he believed that still further effort 
was necessary to maintain these gains and to provide a 
** standby nucleus ” of venereal-disease control organisa- 
tion in the event of a major increase from any cause. 

We may say, therefore, that at present it is impossible 
to judge whether syphilis is yet under control in this or* 
other Western countries. 


GONORRHGA 

In some respects gonorrhoea lends itself more readily 
to epidemiological study. Its high prevalence, its short 
incubation period, the infrequency of undiagnosed infec- 
tion (at any rate among men), and its variation with social 
and economic conditions, are all factors which facilitate 
study. 

Fig. 4 shows the rise and fall in numbers of patients 
attending with acute gonorrhoea, during the last twenty- 
seven years, at the Whitechapel Clinic of the London 
Hospital which, in respect of the incidence of infection, 
may be regarded as representative of most clinics in large 
cities in this country. Three peaks are seen: the first 
coincides with the economic recession and mass unemploy- 
ment of the early 1930s; the second reached its height in 
1946, the year after the war; and the third was in 1956. 
This last is a point of particular interest. The incidence 
for the country as a whole shows a similar peak for 1956 
(fig. 5) with an increase of about 10% over 1955. It seems, 
however, that the increase has so far been mainly limited 
to certain urban areas. Fig. 6 shows attendances of new 
patients with acute gonorrhoea at the Whitechapel Clinic 
month by month in 1955, 1956, and 1957.. It will be seen 
that the increase noted in 1956 continued in 1957. 

The figures for the 
United States show no 
similar rise, though 
the Joint Statement to 
which I have referred 
recorded that, since 
November, 1955, in- 
creases in gonorrhcea 
had been reported 
from sixteen States 
and twenty-two cities. 
Comments from a 
number of States and 
cities suggest that the 
apparently favourable 
figures for some areas 
may be influenced by 
differences in report- 
According to 
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but two factors 
are probably 
important. F 
First there is evidence that penicillin-resistant strains of 
gonococci are now emerging. Some cases of acute 
gonorrheea fail to make any response to doses of penicillin 
which in the past were nearly always highly efficacious. 
Repeated doses of penicillin and doubling the doses may 
have no effect. In other cases, response seems satisfactory 
but relapse follows within a day or two. Quantitative 
in-vitro tests for sensitivity to penicillin suggest that in 
these cases organisms from the secretions are considerably 
less sensitive to penicillin than the Oxford staphylococcus 
or other strains of gonococci. The correlation between 
clinical findings and in-vitro tests is, as one might expect, 
close but not absolute. Studies by F. R. Curtis and A. E. 
Wilkinson at the London Hospital illustrate these points. 
Fig. 7 shows the results of quantitative estimates of the 
penicillin sensitivity of gonococci from the secretions of 115 men 
with acute gonorrhea. Though most strains show high sensi- 
tivity, there is appreciable variation in the minimal inhibiting 
Satisfactory Concentyatsone 

@ Failures of penicillin. 
&) Failures but responded Fig. 8 relates 
to Further treatment these results to 
©) Not known ee dlinkesl eus- 
come in 95 cases 
in which the pa- 
tients remained 
under observa- 
tion. The term 
“failure” indi- 
cates a complete 
absence of re- 
sponse to re- 
peated doses of 
penicillin which 
in the past have 
nearly always 
proved adequate. 
In some other 
cases there was 
no response at 
first, but further 
dosage of peni- 
$s 8 cillin cleared the 
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Fig. 8—Gonorrheea. 95 cases. Clinical outcome seen that, in gen- 
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Fig. 7—Gonococci from 115 cases. 
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the sensitivity of the organism to penicillin in the test-tube, the 
greater the likelihood of clinical failure: the higher the sensitivity 
the more probable the response to treatment (fig. 9). 


Most patients cease to attend after the discharge has 
ceased, so confident dre they of the curative effect of the 
drug; but the spread of penicillin-resistar.t gonococci may 
mean that some cures are now more apparent than real, 
and that infectious latency is becoming more common. 
Fortunately the penicillin-resistant strains of gonococci 
have so far appeared to be susceptible to streptomycin; 
but this is an antibiotic to which organisms readily become 
resistant, and it, too, may lose its effect. 

The second factor which has probably affected the 
incidence of gonorrheea in large cities is immigration from 
the West Indies and other parts of the Commonwealth. 


Hall (1957), himself a West Indian, speaking in 1956, 
estimated that there were 75,000 West Indians in Great 
Britain, distributed roughly as follows: London, 30,000; 
Birmingham, 15,000; Manchester, 8000; Sheffield, 2500; 
Leeds, 3000; Liverpool, 12,000; and smaller numbers in 
Southampton, 
Coventry, and 
elsewhere. It is 
perhaps signifi- 
cant that the 
greatest increase 
of gonorrhea 
has been in Lon- 
don and Birm- 
ingham. Accord- 
ing to Hall, it 
has been estab- 
lished that the 
incidence of 
venereal disease 
in certain big 
oe: ie MINIMAL INHIBITORY CONCENTRATI 
country is close- 
ly related to the OF PENICILLIN (unit per mi.) 
i i - . ¥—Gon . 95 ci \ nical outc 
sates “ait? len Qs 
Indians. He . 
ascribed this fact to the following factors: (1) The movement 
of population, with its attendant problems. (2) The immigra- 
tion is from a country in which the incidence of venereal 
disease is very high. (3) Difficulties which the immigrants 
experience in relation to housing, which are made worse by 
colour prejudice. (4) Difficulties related to recreational facili- 
ties and social contacts. The number of West Indian men 
is in no way balanced by the number of West Indian women. 
Because of colour prejudice the West Indian men are extremely 
limited in their contacts with the opposite sex, so that the 
contacts they do make are with prostitutes leading to the 
spread of venereal disease. 

Table 1 shows the incidence by race of 925 cases of 
acute gonorrhoea seen at the Whitechapel Clinic during 
twelve months in 1955-56. 

During this period 3270 new male patients attended 
the clinic of whom 2193 were white and 1077 coloured. 
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TABLE I—WHITECHAPEL CLINIC. CASES OF GONORRHG@A BY RACE— 
NOVEMBER, 1955, TO NOVEMBER, 1956 














Race No. % 
Whit cluding Maltese) ay 33 or 402 43-5 
by al as . . ; a bs sa a 143 155 
British West Indian... ye aa «t 219 23-7 
British West Afri he ae 7 ee 62 67 
Indian .. ee ey ze Be a 27 29 
Pakistani — . a * Se - a 16 1-7 
Other coloured .. we a a ao. 56 60 
Total 925 100 
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The table shows that the incidence of gonorrhoea among 
coloured patients was out of proportion to their numbers. 

My own view, from seeing this problem in a limited area, is 
that the incidence of infectious venereal disease is not unduly 
high among these immigrants when they arrive in this country. 
Upon arrival, they experience the stresses and strains of 
immigrants in strange surroundings, suffering from an un- 
congenial climate, restricted in social contacts, and sensitive to 
colour prejudices, some real and some imaginary. In these 
circumstances, and because of the type of women with whom 
they associate, the spread of venereal disease is inevitable. 
Some of these men suffer multiple infections, and, because of 
familiarity and a certain happy-go-lucky streak in their natures, 
may come to regard them very lightly. 

The importance of prostitutes in spreading gonorrhceal 
infection should not be underestimated. 

In a study by the British Cooperative Clinical Group (1956) 
information was collected from representative clinics through- 
out the country relating to 7157 patients suffering from 
gonorrhoea of whom 6004 were men and 1153 women. No less 
than 215 (18-6%,) of the infected women admitted that they 
were prostitutes, and of 5328 men who gave information about 
the source of infection 1893 (35-5%) said that their infection 
had been acquired from prostitutes. Laird (1956) gave details 
from two large clinics for venereal disease in Manchester, 
which showed that in the year ended June 30, 1956, 876 (26%) 
of 3325 men attending for advice had consorted with prosti- 
tutes. During this period 30% of gonococcal infections and 25%, 
of “ non-specific” genital infections were acquired from 
prostitutes. Keighley (1957) examined and tested 169 prosti- 
tutes admitted to Holloway Prison during 1956. 32°, of them 
had gonorrhcea. 

It seems, therefore, that prostitutes, and particularly seaport 
prostitutes who are perhaps repeatedly infected by overseas 
contacts, are one of the principal agents in maintaining the 
spread of infection. 


CHANCROID 


Chancroid has never been common in this country and 
is mostly limited to seaports. In England and Wales the 
reported cases for 1956 were 316, compared with 1028 
in 1946—the year of highest incidence during and after 
the last war. 


NON-SPECIFIC GENITAL INFECTION 


Non-specific infection, sometimes known as abacterial 
urethritis, or (in its complicated form) as Reiter’s disease, 
is now the major problem in v.D. clinics. In incidence 
it is second only to gonorrhoea, and it often proves 
intractable. The clinical appearances are fairly easily 
distinguishable in the male but are not characteristic in 
the female. Thus, in the absence of a known specific 
cause, diagnosis in the female is usually based on known 

infection of con- 
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Fig. 10—Non-specific genital infection. 
Men. England and Wales 1951-56. 





male, 13,157*°cases of non- TOTAL 
gonococcal urethritis were toot 6! 59 54 B86 J 
treated in 1953, compared 


with 15,242 cases of gon- = 
orrhea. This figure of 80} 
13,157 was appreciably 70 


higher than the 1952 figure 
of 11,552 cases. By 1956 
the number was 14,825. 

It is becoming apparent 
that this inefction is the 
cause not only of acute 
attacks of arthritis but also 
of chronic relapsing and 
sometimes progressive ar- 10 
thritis which may lead to 
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severe and crippling de- Bg re 22 Ze 
formities, in association £8 23 83 38 
with chronic prostatitis, =f ey 2s s§ 
which is a common and Xo & 


intractable effect of the Fig. 
disease. The arthritic 
manifestations may follow 
years after the infection. has been assumed to be 
cured; in fact, the symptoms of initial genital infection 
may be so slight that the patient may remain unaware of 
it and the correct diagnosis may be missed. This is 
probably a major cause of rheumatism and arthritis, which 
may prove very resistant indeed to treatment. 

Increasing attention is also focusing upon this infection 
as a possible cause of ankylosing spondylitis and relapsing 
iritis. J. K. Oates at the London Hospital recently investi- 
gated the incidence of chronic prostatitis in a series of cases 
of Reiter’s disease, of ankylosing spondylitis, and of 
rheumatoid arthritis, with presumed normals to act as 
controls. (The term Reiter’s disease is used here for the 
association of genital infection with arthritis and other 
metastatic effects. It does not necessarily mean the triple 
syndrome of urethritis, arthritis, and conjunctivitis.) Fig. 
11 shows that 95% of 59 patients with Reiter’s disease and 
83% of 54 with ankylosing spondylitis had chronic 
prostatitis. In contrast, evidence of chronic prostatitis was 
found in 30% of 86 men with rheumatoid arthritis and 
20% of 61 men presumed to be normal. 

Little is really known about the relation between 
so-called non-specific genital infection and these serious 
conditions. The subject is of immense importance and 
merits intensive investigation which might shed entirely 
new light on the causation of rheumatic diseases. 


11—Incidence of chronic. 
prostatitis. 


LYMPHOGRANULOMA VENEREUM 


Lymphogranuloma venereum has always been regarded 
as uncommon here, and returns from the v.D. treatment 
centres have been scanty. Nevertheless the Chief Medical 
Officer’s report for 1955 records an appreciable increase 
of this disease in that year (from 63 cases in 1954 to 86 in 
1955). The figure for 1956 was 83. A recent investigation 
(King, Barwell, and Catterall 1956) suggested, however, 
that the incidence was higher than had been suspected, 
and that cases were perhaps being missed. During the 
period November, 1954, to December, 1955, 1317 patients 
attending the Whitechapel Clinic for the first time had 
routine intradermal tests with a yolk-sac antigen of 
the virus of lymphogranuloma venereum (Frei test). 
Assessment of the results was possible in 1119 cases 
(table 11). 
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TABLE II—RESULTS OF ROUTINE INTRADERMAL (FREI) TESTS 


Routine intradermal test Men | | Women Total 

Total number tested . od a . |. 1092 | 225 1317 

Excluded through default .. - oo +. ae 198 

Total under consideration .. ne 916 | 203 | 1119 

Positive tests oe »% oe 178 | 28 206 

Percentage positive tests + ¥ die 19-4 | 138 18-4 
| 


The intradermal tests were positive in 206 cases (18-4%). 


TABLE III—RESULTS OF COMPLEMENT-FIXATION TESTS FOR 
LYMPHOGRANULOMA VENEREUM 


ft é i , 
— Men | Women} Total 


oe eS SS j----— 


Positive intradermal test. j ws ne -  an 28 | 206 
C.F.T. positive at 1 in 32 or above es we E 18 | 5 23 
C.F.T. positive in lesser dilution a 1936 | 2 | 197 
C.F.T. negative .. 24 | 2-1 +% 
Percentage of Frei- -positive patients with proven | } 
lymphogranuloma venereum | 10 | 18 | 11 
Percentage of total patients tested with Proven | } 
lymphogranuloma venereum | 19 | 25 5. A 2 


In 23 of these cases (2% of the oak the  deaiede 3 of 
lymphogranuloma venereum was confirmed by strongly 
positive complement-fixation tests (table 111). A consider- 
ably larger number of patients (157) showed complement- 
fixing antibodies in the blood-serum, but not—by the 
strict standards employed—in sufficient quantity to 
justify a firm diagnosis of active infection. Of the 23 
patients found to have lymphogranuloma venereum, only 
1 had clinical evidence of the infection which was detected 
before the intradermal test. In 9 other cases re-examina- 
tion showed clinical evidence which had been missed. 

The incidence of positive intradermal tests and also 
of proven lymphogranuloma venereum was relatively 
higher in the smaller number of Negroes examined 
(table Iv), but there was nothing to suggest that the recent 



































TABLE IV-——-COMPARISON OF WHITES AND NEGROES: INTRADERMAL 
TEST AND COMPLEMENT-FIXATION TEST 
# | | Intradermal C.F.T. 
o. | test “ 5 pt 
Race Sex tested | positive + 4 | é 
| No. % |No. % 
Th ve Te "Men Ba be “813 432 | 16 eras 102 “18 
Whites Women 178 | 19 | 1 | 2 | ee 
: en 93 46 50 6| 6 34 6 
Negroes Women | 23 | 9 | 36 | 3\12 5 | i 


influx of coloured ceneeiia from the West Indies has 
had much effect on the incidence of this disease in the 
white population. 

Thus these findings suggested that there is an appre- 
ciable amount of undiagnosed lymphogranuloma venereum 
in the population of the East End of London. Whether 
other areas are similarly affected only further investigation 
can determine. 

GRANULOMA INGUINALE 

Granuloma inguinale has always been regarded as a 
rarity in this country, limited to occasional cases at sea- 
ports. The first period for which records are available was 
1951, when 2 cases were reported in England and Wales. 
During 1952, 6 cases were reported; in 1953, 2 cases; in 
1954, 9 cases; in 1955, 9 cases; and in 1956, 15 cases. 
Knight and Fowler (1956) reported 8 cases from the 
Birmingham area recogaised between July, 1955, and 
October, 1956. In our own clinic we have had 2 cases of 
this condition within the last few weeks. In each case the 
diagnosis was not suspected on clinical grounds but was 
reached as the result of microscopic section after biopsy. 

Presumably the increase of this still rare disease results 





from immigration from countries where it is endemic. 
The fact that it is beginning to appear and may be difficult 
to diagnose is worth noting, even though it is not of great 
importance at present. 

Work of the Treatment Centres 

Thus, judging by attendances at the treatment centres, 
since the war there has been a notable reduction in infec- 
tious syphilis (of less than a year’s duration) and con- 
genital syphilis, with a less striking reduction in cases of 
late syphilis. Gonorrhea, after a steep fall for some years, 
is now considerably more prevalent. Chancroid has 
declined from an incidence which was never high. Non- 
specific genital infection is now recognised as a major and 
growing problem. Lymphogranuloma venereum is 
seldom diagnosed but there is reason to suppose that it is 
not rare. Cases of granuloma inguinale are beginning to 
appear in small numbers. 

It should be noted that the decline in the incidence of 
some veneral diseases has not been accompanied by a 
similar fall in the total numbers of new cases attending the 
treatment centres (table v). 


TABLE V—TOTAL NEW CASES ATTENDING THE V.D. CLINICS OF ENGLAND 


AND WALES 
1925 71,431 . 1936 85,737 1947 140,686 
1926 74,644 1937 89,375 1948 132,065 
1927 81,853 1938 90,678 1949 116,075 
1928 85,908 1939 83,224 - 1950 110,829 
1929 86,521 1940 72,052 1951 97,231 
1930 90,984 1941 77,229 1952 97,154 
1931 87,421 1942 84,928 1953 98,593 
1932 86,554 1943 117,362 1954 93,747 
1933 87,508 1944 116,538 1955 94,698 
1934 89,636 1945 133,777 1956 98,212 


1935 86,656 1946 177,963 


From 1925 to 1942, the number fluctuated between 
70,000 and 91,000, and then rose sharply to nearly 178,000 
by 1946. Apart from the eight years 1943-50, the figure 
of 98,593 for 1953 was actually the highest since the 
figures were first published in 1925. These trends are 
illustrated in fig. 12. 

A memorandum entitled Venereology and the Future, 
prepared in 1955 by the council of the Medical Society for 
the Study of Venereal Diseases}pointed out that one reason 
for the disparity between the number of new cases of infec- 
tious venereal disease and the total attendances of new cases 

at the v.D. treat- 
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patients (23,514 men and 8835 women) attended the 
treatment centres for advice during 1956 and required 
no treatment. The fact that so many anxious people seek 
advice for problems of this kind is evidence of the con- 
fidence which the public places in these institutions, and 
their usefulness in preventing psychogenic illness should 
not be overlooked. 

Apart from new patients, it is true that attendances of 
patients to see the doctors has fallen considerably. The 
figures for 1934 were 1,547,062; for 1944, 1,388,258; for 
1954, 756,922; and for 1956, 685,819. This is the result 
of better methods of treatment and is a most welcome 
development. It has made possible a general rise in the 
standards of work with fuller examination of the patient 
and more collateral attention. 

In the diagnosis of syphilis new problems have arisen. 
As the disease has continued to decline, and penicillin 
has been used for a wide variety of non-syphilitic con- 
ditions, it has become more difficult to tap the reservoirs 
of hidden infection. For this reason the Chief Medical 
Officer’s report for 1952 recommended routine serological 
testing of hospital inpatients and outpatients, of can- 
didates for insurance, and of personnel demobilised from 
the Services. The memorandum to which I have referred 
laid stress on the continued importance of routine sero- 
logical testing of expectant mothers, blood donors, and 
other groups, so that the late cases of syphilis resulting 
from undiagnosed disease acquired during or after the 
second world war could be detected while the disease was 
still latent. There was a good case for routine serological 
tests of all patients admitted to general and mental 
hospitals—a practice which has never been generally 
adopted in this country. Those who were most likely to 
have acquired the disease unwittingly were now older, 
and it seemed reasonable to pay particular attention to 
routine serological testing of the elderly. 

Furthermore, as the incidence of syphilis declined, the 
problem of biological false-positive results to standard 
serological tests became proportionately more important. 
In recent years new and more specific serological tests for 
syphilis have been evolved, which depended on antibodies 
other than the “ reagin ” detected by standard serological 
tests. The most reliable, and the most complex, of these 
is the treponemal immobilisation test. Other more simple 
agglutination and complement-fixation tests are being 
explored, but their value is as yet unproven. 


The Present Position of Venereology 

I hope that the picture I have drawn will suffice to show 
that the venereal diseases, despite persistent rumours to 
the contrary, are not dead or even dying. Even in present 
favourable circumstances they are a considerable problem, 
and in the event of war or economic depression they may 
again become epidemic. Modern developments have in 
some respects complicated their management. 

Venereology is by no means limited to techniques of 
treatment, but is an important branch of general medicine 
closely related to the work of the general physician. At the 
same time it is a vital part of preventive medicine; and it 
is mainly in this respect that physicians, dermatologists, 
urologists, and others who have practised it in the past 
have often failed to measure up to proper standards. In 
this country the v.D. service has been organised over the 
years with efficiency, economy, and considerable success. 
It has deserved well of the public, and the public has 
shown its confidence by increasing willingness to use it. 
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S.H.M.O.s is senior hospital medical officers. 
considerably 

lower than that of the specialist services as a whole (fig. 13). 
Apparently, too, venereologists are generally older than 
consultants in the specialised services as a whole, and, 
assuming retirement at 65 years, retirement will in general 
be more rapid in venereology. Despite this apparently 
favourable sign there were in 1955 only 9 senior registrars 
in training as venereologists. 

The memorandum of the council of the Medical Society 
for the Study of Venereal Diseases considered the factors 
likely to be responsible for the lack of attraction of this 
specialty to young doctors. High on the list were the 
misguided but frequent suggestions that the venereal 
diseases are finished and that the subject holds no pros- 
pects for newcomers. To add point to these fears was the 
fact that since 1950 the specialised services in general had 
expanded but the number of consultants in venereology 
had diminished, owing to the closing of certain clinics and 
failure to fill other vacancies (fig. 13). In other instances 
vacant posts had been filled by persons who, however well 
trained in other respects at the time of assuming office, 
had not completed what the council regarded as sufficient 
training in venereology. This was very discouraging to the 
small group of senior registrars in venereology who had 
some reason to expect that their years of training would 
be rewarded, and their discouragement was in turn trans- 
mitted to others who might have followed the specialty. 
In addition, venereology had always been to some extent 
inherently unattractive because v.D. clinics often operate 
at late and awkward hours, in departments which may be 
structurally isolated from other parts of the hospitals. 
Students and others attending the clinics at specified 
times have not always enjoyed the same close association 
with the consultants as they do in other medical and 
surgical work. Hence'’they have had less opportunities for 
learning of the attractions of the subject. 


Plans for the Future 

It seems, then, that although the venereal diseases are 
certainly not dying, there is a danger of the decline of 
venereology. The combination of thriving diseases and 
the disappearance of those whose special study they are 
has obvious dangers for the public health. 

It seems essential that the structure of the v.D. service 
should be maintained. The first step is to correct those 
who have falsely interpreted a post-war decline and a new 
remedy as the end of a major problem. Where work has 
to be done in the diagnosis and treatment of venereal 
diseases, a venereologist should be appointed; and 
nowhere is this more important than at teaching hospitals. 
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Vacancies in this special subject should always be adver- 
tised and should be filled by properly trained venereologists 
—not by dermatologists, genitourinary specialists, or 
others without training of the appropriate kind. It should 
be realised, too, that there are many big gaps in our 
knowledge, and that fundamental research is a paramount 
need. for the purpose of progress as well as for the en- 
couragement of young men entering the specialty. 

In the campaign against these tough and enduring 
enemies of the human race, we must look beyond the dust 
of a single battle. If we disband our forces after a single 
victory the war will certainly be lost and the casualties 
may be very heavy indeed. 


Summary 


The reduction in venereal diseases since the second 
world war probably owes more to favourable social con- 
ditions than to new remedies. In respect of only one 
disease, syphilis, is there evidence of considerable success 
in the campaign for control; and even for syphilis the 
ultimate outcome remains in doubt. Gonorrheea threatens 
again to become very serious, and solution of the major 
problem of non-specific génital infection is not in sight. 
There are reasons for thinking that the incidence of 
lymphogranuloma venereum and even of granuloma 
inguinale may be increasing. 

The post-war decline in incidence, and the introduction 
of new remedies, have inspired a false confidence and a 
move to dismantle some of the organisation which has 
served the public well in the control of these diseases. 
Because of this attitude it has been difficult to recruit 
young men of quality to this special subject. There is a 
case for strengthening rather than weakening the venereal- 
diseases scheme and for offering encouragement to new 
entrants by filling vacant appointments with venereologists 
and by financing research. 

I am grateful to Dr. G. L. M. McElligott, Dr. R. R. Willcox, 
and Prof. E. Gurney Clark, of Columbia University, New York, for 
help with facts and figures. 
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“«.. . I have never known anyone who impressed me as a 
real person whose world did not seem very real indeed to him. 
It may be a three-ring circus, or it may be another Golgotha— 
or anywhere between. But, in any case, it is a real place, with 
issues and actions that matter.... In the effort to take the 
world as a real place and not evade its reality, you may on 
occasion find wisdom in the art of taming, in taking advantage 
of the fact that life ebbs and flows; that the work of the world, 
like the work of thé heart, goes on by means of diastole as 
well as systole; that children pass through phases; that enough 
is enough; that a sense of humor and proportion has its uses as 
well as being perfectly delightful; and that ‘ good horse sense ’ 
is the sense that horses have, never to bet on human beings ’.” 
—ALAN GREGG, M.D. For Future Doctors. Chicago and 
London, 1958. 





EFFECT OF SMOKING ON THE PRODUCTION 
AND MAINTENANCE OF GASTRIC AND 
DUODENAL ULCERS 
R. DOLL 
D.Sc., M.D. Lond., F.R.C.P. 

MEMBER, STATISTICAL RESEARCH UNIT, MEDICAL RESEARCH COUNCIL; 
ASSOCIATE PHYSICIAN, GASTROENTEROLOGICAL DEPARTMENT 
F. AVERY JONES 
M.D. Lond., F.R.C.P. 

PHYSICIAN IN CHARGE OF GASTROENTEROLOGICAL DEPARTMENT 
F. PYGoTT 
M.B. Lpool, D.P.H., D.M.R.E. 

RADIOLOGIST 
CENTRAL MIDDLESEX HOSPITAL, LONDON 

THE belief that peptic ulcers are aggravated by smoking 
has been held widely for many years. Medical opinion 
has, however, not been unanimous and the published 
data, reviewed by Batterman and Ehrenfeld (1949), 
are inconclusive. In their experience these workers 
found that medical treatment was more effective, and that 
recurrence of symptoms was less common, in patients 
who stopped smoking than in patients who continued to 
smoke. On the other hand, Jamieson et al. (1946) found 
that changes in the amount of tobacco smoked after treat- 
ment for a perforated peptic ulcer were unrelated to the 
severity of the subsequent symptoms. 

Observations on the effect of smoking on the secretion 
and motility of the stomach have also given varied results 
in both ulcer patients and healthy persons. The experi- 
mental conditions have, however, varied, and it is 
difficult to draw any definite conclusions from these 
observations, except that the stomach is sensitive to one 
or more substances in tobacco smoke, and that different 
people may react to them differently (Batterman 1955). 

In these circumstances, it was thought necessary to 
obtain further data. A comparison was therefore made 
of the smoking habits of patients with and without 
peptic ulcer, and the effect of advising patients to stop 
smoking was tested by a controlled clinical trial. 


Smoking Habits of Patients with and without 
Peptic Ulcers 
Patients Studied 

For the analysis of smoking habits advantage was taken 
of the fact that a large amount of data had been collected by 
Prof. Bradford Hill and one of us (R. D.) in the course of 
another investigation (Doll and Hill 1950, 1952). The patients 
whose smoking habits had been recorded had many different 
diseases and included some who had been admitted to hospital 
for treatment of a peptic ulcer. The number of ulcer patients 
was, however, small, so that additional patients known to have 
a peptic ulcer were interviewed in the gastroenterological 
department of the Central Middlesex Hospital in 1950-51 
(during the latter half of the earlier study). In both series the 
smoking histories were obtained by the same full-time 
research assistants, and the data weré recorded on similar 
standard questionnaires. 

For the present purpose data were excluded in the following 
circumstances: 

(i) If the patients had been diagnosed as having “ dyspepsia ”’ 
or “ gastritis,” because a proportion of these patients may well have 
had an unrecognised peptic ulcer. ° 

(ii) If the patients had been diagnosed as having a disease known 
or suspected to be associated with smoking (cancer of the lung 
or of the upper respiratory or upper digestive tracts, coronary 
thrombosis, angina pectoris, thromboangitis obliterans, chronic 
bronchitis, or pulmonary tuberculosis). 

(iii) If the patients were known to have had both gastric and 
duodenal ulcers, or were diagnosed as having a peptic ulcer of 
uncertain site. These last were excluded because it was thought 
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TABLE I-—-MOST RECENT AMOUNT OF TOBACCO SMOKED REGULARLY BEFORE ONSET OF PRESENT ILLNESS IN GASTRIC-ULCER 
AND DUODENAL- -ULCER PATIENTS AND MATCHED» CONTROL PATIENTS 





No. smoking daily 





| No. of non-smokers | — 








Disease group 
1g. | 58 | 15 g.— | 25 g.+ 
Men: ; a 2 pags oe Abs g at area ma 
235 gastric-ulcer ma 3 (1-3%) 8 (34%) 125 (53:2%) 74 (31-5%) 25 (10-6%) 
470 controls 22 (4:7%) 37 (7:9%) 225 (47-9%) 133 (28-3%) } 53 (11°3%) 
33 deeb uses SEIS | ORES] | EN BEE 
568 controls (58%) 6 (46% (49-3% (27-6% | Yo 
Women: | 
92 gastric-ulcer patients. 47 (51-:1%) 10 ge 9%) 30 (32'6%) 4 (43%) 1 (1:1%) 
184 controls 123 (66-8%) | 3 (13-6%) 26 (14-1%) | 8 (4-3%) 2 " 1% ©) 
54 duodenal-ulcer r patients 9 (53-7%) (9°3% y | 16 (296%) 3 (5-6%) 1 (1:9%) 
108 controls 67 (62-0%) | I (10:2%) 20 (185%) | 8 (74%) 2 a 9° oe) 
ae. A a Ae i | Ee at 
Difference between Proportions - non- smokers and smokers in study group gs in pay control SP 3, 
Men with gastric ulcers -5:31, n=1, P=0-0 en with duodenal ulcers n=1, P=0-02 
= 6-44, a i P= 0.01 ty — be aioe n=1, P>0Ol 


Women with gastric ulcers 


better to compare the smoking habits of patients with gastric ulcers 
and of patients with duodenal ulcers separately. 

The remaining patients were divided into two study groups 
(patients with gastric ulcers and patients with duodenal 
ulcers) and a third group consisting of patients with all other 
diseases. 

The smoking habits of these groups cannot be compared 
with one another directly, because the groups differed with 
respect to several factors known to be related to smoking. 
Such factors include sex, age, social status, and place of 
residence. Control groups were therefore chosen from among 
the patients with non-ulcer diseases, such that each ulcer patient 
was matched by two control patients of the same sex, the same 
five-year age-group, and the same type of place of residence; 
male patients were also matched for the same socio-economic 
class. For this purpose patients were divided into four resi- 
dential groups (Greater London, county boroughs outside 
Greater London, other urban districts, and rural districts), 
and the male patients were divided into three socio-economic 
classes—the Registrar General’s classes 1 and 2, class 3, and 
classes 4 and 5 (Registrar General 1951). 

When more than two suitable patients were available to match 
each ulcer patient, the choice of the control patient was made 
by reference to a series of random numbers. When, as 
happened occasionally in the younger age-groups, there were 
insufficient control patients, the number of ulcer patients was re- 
duced in the same way. Finally, there were available for analysis 
data relating to 327 patients with gastric ulcers, 338 patients 
with duodenal ulcers, and 1143 control patients with diseases 
believed to be unrelated to smoking. The total number of 
control patients was less than double the number of ulcer 
patients because 187 were matched with patients in both ulcer 


groups. 
Results 

Comparisons of the smoking habits of the gastric and 
duodenal ulcer patients with the habits of the correspond- 
ing groups of “‘ matched controls ” are shown in tables 


TABLE II-—-AGE AT STARTING TO SMOKE: GASTRIC-ULCER AND DUODENAL - 
P. LC =z PATIENTS AND CONTROLS | 


No. and age at starting 

T 

Men: under | Men: 15-19 | Men: 20 yr. 
15 yr. yr. or more 

Women: 30 

yr. Or more 





Disease group 


Women: Women: 


under 20 yr. 20-29 yr. 





Men who smoked: | 
232 gastric-ulcer patients .. 46 (19-8%) | 145 (62-5%) | 41 (17:7%) 
448 controls 63 (14:1%) | 278 (62-1%) | 107 (23-9%) 
278 duodenal-ulcer Patients 40 (14-4°,) | 188 (67-6%) | 50 (18-0%) 
535 controls . . 100 (18-7%) | 322 (60-2% ) | 113 (21-1%) 

Women who smoked: 





45 gastric-ulcer patients 7 (15-6%) | 10 (22-2%) | 28 (62-2%) 
61 controls ee 12 ( oo Le, o) | 23 (37:7%) | 26 (426%) 
25 duodenal-ulcer potions. 7 (28-0°) | 11 (44:0%) | 7 (28-0%) 

41 controls “ 14 (34- 7° o) 10 (24-4%) | 17 (41- $02) 


Difference between proportions starting ai at different a ages. in in study group 
and in controls: 


Men with gastric ulcers x? =5-93, n=2, P=0-05 
Men with duodenal ulcers x'=4-47, n=2, P>Ol 
Women with gastric ulcers x? =419, n=2, P>0O1 
Women with duodenal ulcers x* =2°84, n=2, P>@1l 





I-11. Table 1 shows the numbers of non-smokers in each 
group and the number of patients who were smoking 
different quantities of tobacco before the onset of the 
illness which brought them to hospital. If the patients 
had prievously given up smoking, they were classified 
according to the quantities smoked immediately before 
they last gave up. For the purpose of this analysis a 
non-smoker is defined as a person who has never con- 
sistently smoked as much as 1 g. of tobacco a day—i.e., 
one manufactured cigarette a day or '/, oz. of tobacco 
a week—for a year. If the illness which brought the 


TABLE III—METHOD OF SMOKING BY MEN BEFORE ONSET OF PRESENT 








ILLNESS: GASTRIC-ULCER AND DUODENAL-ULCER PATIENTS AND 
CONTROLS 
oe No. smoking 
isease group 
Cigarettes Cigarettes . 
only and pipes | Pipes only 

232 gastric ulcer patients 212 (91:4%) 9 (3: H8 11 (4:7%) 
448 control patients .. .. |354 (790%) | 46(10-3%) | 48 (10-7%) 
278 duodenal ulcer patients .. | 237 £35529 27 (9 7%) 14 5.9003 
535 control patients .. .- | 433 (80-:9% 50 (9-3%) 52 (9:7% 








Difference between proportions smoking by different methods in study 


ae in control group: 
en with ak ulcers x*?=16°80, n=2, P<0-001 


Men with enal ulcers x*= 5-38, n=2, P=0-07 

patient to hospital was remittent, the onset of the illness 
was regarded as the onset of the bout (or series of bouts) 
which, in the patient’s opinion, brought him to hospital. 

The results show that, for both sexes, the proportions 
of non-smokers were smaller in the ulcer groups than 
in the corresponding control groups: gastric ulcer, men 
1:3% against 4-7%, women 51:1% against 668%; 
duodenal ulcer, men 2-1% against 5-89, women 53-7% 
against 62-0°%. In the case of gastric ulcer the differences 
were statistically significant for both sexes, but in the 
case of duodenal ulcer they were significant only for 
men. The gastric ulcer patients also included a smaller 
proportion of very light smokers (smokers of 1-4 g. a 
day) than their controls; but, in this respect, there was 
practically no difference between the duodenal ulcer 
patients and their controls. The proportions of smokers 
in the two heaviest smoking categories showed no 
corresponding differences between the disease groups, 
and the excess of smokers among the ulcer patients was 
concentrated almost entirely in the middle group of 
patients smoking 5-15 g. a day. There was therefore no 
progressive and consistent change in the relative pro- 
portions of patients in the study and control groups as 
the amount smoked increased. 

The age at which smoking was begun is shown in 
table 11. The male patients with gastric ulcers started 
smoking somewhat earlier in life than their controls, 
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but no such tendency is evident for the female patients. 
In neither sex was there any significant difference between 
the age at which the duodenal patients and the correspond- 
ing controls began. 

The method by which the tobacco was smoked is 
shown in table 11. Higher proportions of the male ulcer 
patients than of the corresponding controls smoked cigar- 
ettes. The excess was most obvious for the gastric ulcer 
patients (91-4°%% against 79-0°% for the controls); in this 
case there were deficiencies of both mixed smokers of 
pipes and cigarettes and of pipe smokers alone, and the 
differences were highly significant (P<0-001). 


Trial of Effect of Stopping Smoking on Rate of Healing 
of Gastric Ulcers 

The trial was conducted as part of a long-term investi- 
gation into the factors affecting the rate of healing of 
gastric ulcers. The type of patients admitted for treat- 
ment and the general plan of the investigation have been 
described in detail in previous papers (Doll and Pygott 
1952, 1954). 

In brief, patients with gastric ulcers diagnosed radio- 
graphically for the first time were admitted to hospital and 
treated in a standard way for a week; during this time their 
clinical condition was assessed, and the barium examination 
was repeated. Patients in whom the ulcer niche was less than 
10 sq. mm. in area in profile and patients for whom surgery 
was considered desirable were excluded from the trial; the 
remaining patients were treated in bed in hospital, and a 
further barium-meal examination was made twenty-eight days 
after the previous examination. The results of treatment were 
assessed objectively by measuring the reduction in the size 
of the ulcer niche and subjectively by the patient’s description 
of his symptoms. In the present trial the results were also 
assessed by the change in the patient’s weight. 

As in previous trials, two or three treatments were tested 
concurrently. The individual treatments were, however, 
allocated in such a way that the group of patients given any 
one treatment and the group of patients not given it contained 
equal numbers of patients given each of the other. treatments. 
This was ensured by allocating the various combinations 
of treatments in equal proportions but in random order by 
opening a series of sealed envelopes which had been prepared 
previously. The value of each method of treatment could 
then be assessed independently by comparing the results in 
those who had been given the treatment with the results in 
those who had not. 

Since, in the present trial, it was desired to test the effect 
of stopping smoking, patients were initially divided into two 
groups—smoking and not smoking. For this purpose a patient 
was regarded as smoking if (1) he had at any time regularly 
smoked as much as one cigarette or 1 g. of pipe tobacco a day 
for as long as a year, and (2) he had continued to smoke during 
the week before admission. ‘All others were regarded as not 
smoking. 

The effect of advising patients to stop smoking could be 
assessed only on those in the smoking group; half of them were 
therefore advised to stop, and half were not given any advice 
about their smoking habits and were allowed to smoke as 
much as they wanted. The non-smoking patients were treated 
separately, and all were advised to continue to abstain from 
smoking. Altogether 104 patients were included in the trial— 
80 smoking and 24 not smoking. 

The additional contrasting treatments given varied in the 
course of the trial. For the first 64 patients (48 smoking and 
16 not smoking) they were (1) continuous intragastric milk 
drip or no drip, and (2) a standard ulcer diet or an “ aimost 
normal ” ward diet. For the last 32 patients (24 smoking and 
8 not smoking) they were an “almost normal” ward diet 
modified to contain either a high content of fat (150 grammes) 
or a low content of fat (50, grammes). The 8 intermediate 


patients (all smoking) received the “almost normal” diet 





TABLE IV—-COMPARABILITY OF PATIENTS ON ADMISSION AS REGARDS 
PAIN; BODY-WEIGHT, AND SIZE OF ULCER 





No. of patients 














Clinical and radiographic | 
features Advised to stop Not advised to 
| smoking stop smoking 
Pain on admission: 
Present iia és ws 26 25 
Absent : Ke aan 14 15 
Weight on admission: | 
Less than 8 } 6 8 
8 st.— 10 16 
9 st.— 7 | 7 
10 st. — 10 | 4 
11 st.+ 4 vr 6 4 
Not recorded ual 1 1 
Initial size of ulcer niche: | 
10-24 sq. mm. bale 6 10 
vA en aay 10 a 
50-99 ae 10 5 
17 


100+ a e Ae | 14 





with a daily addition of '/, lb. of calf’s brain. The effects of 
these treatments have been, or will be, reported separately 
(Doll, Price, Pygott, and Sanderson 1956, Doll, Friedlander, 
and Pygott 1956, Doll and Pygott 1958). 
Initial Comparability of Patients 

In the absence of certain knowledge of the clinical features 
which affect prognosis the only precautions taken to make the 
patients given the different treatment comparable before treat- 
ment was started were the exclusion from the trial of patients 
who had been treated previously and had relapsed, and the 
allocation of the methods of treatment at random. The com- 
parability of the patients with regard to those features which are 
directly relevant to the method by which the results were 
assessed is shown in table rv which shows that the proportions 
of patients who complained of pain on admission were similar, 
but that rather fewer of the patients who were advised not to 
smoke had very small or very large ulcers, and substantially 
fewer of them weighed less than 9 stone. These two differences 
are therefore taken into account in the assessment of the 
results. 


Results 

The change in size of the ulcer niche during treat- 
ment is shown in table v. The niche diminished in size 
by two-thirds or more among rather more of the patients 
who were advised to stop smoking than among the patients 
who were not advised to stop smoking (30/40 against 
23/40), and a somewhat bigger difference was found 
between the two groups in the average reduction in size 
of the ulcer niche (78-1% against 566%). This latter 
difference cannot be attributed to the difference in the 
proportion of ulcers of different initial sizes, because the 
treated group included a greater proportion of patients 
with moderate-sized ulcers (25-99 sq. mm.), and the 
average amount of healing in this group was slightly less 
than that for ulcers of more extreme sizes (66°6%, healing 
against 67-9%). Possibly the difference is a chance finding 
unrelated to the methods of treatment, but this is not 


TABLE V—EFFECT OF TREATMENT ON THE SIZE OF ULCER NICHE 












































n 
a _No. of patients with | Average 
g|- ulcer ni redee 
Treatment group & 3 ag ecs|sed of initial 
6 § ral size of 
6 % te ae ulcer 
Z |= |Selaeids niche) 
Patients advised to stop smoking } } 
who stopped completely . | 22] 7| 82 3 83-2 
Patients advi to stop king 
who did not stop ie ee £48 1 Oh She 71:8 
ts advised t ti | 
“ —— vegies 40/11/19} 8] 2| o| 781 
P. tients not advised ‘to stop 
“emoking 40|10/13| 7) 6| 4] 566 
| | 
Total 80 | 21 | 32 15| 8| 4] 67-4 
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very likely. This can be shown by pairing the patients 
in the two groups according to the types of ancillary treat- 
ment used and the date of admission to the series; the 
significance of the mean difference between the reduction 
in size of the ulcer in each pair of patients can then be 
tested by the “‘t” test (mean difference 21-5% ; t = 2°25, 
n = 39, P = 0-03). It may be noted, moreover, that the 
proportion of ulcers in the treatment group which 
were healed by two-thirds or more (75°%,) and the average 
reduction in the size of the ulcer (78-1°{) are the best 
results yet to have been obtained with any of the special 
treatments investigated in a long series of clinical trials. 

Further evidence that the improvement is, in fact, due 
to the treatment is provided by the difference in the 
response of those patients who followed the advice and 
those who did not. Table v shows that the average reduc- 
tion in the size of the ulcer among those patients who 
did not stop smoking but who, for the most part, reduced 
their tobacco consumption substantially was inter- 
mediate between that for those who stopped completely 
and that for those who were not advised to modify their 
smoking habits at all: 71-8°%, 83-2, and 56-6°%.* 

In view of these findings the results obtained in 
patients who were not smoking on admission are some- 
what unexpected. Of 24 such patients the ulcer healed 
by two-thirds or more in 14 (58%), and the average 


TABLE VI-—-EFFECT OF TREATMENT ON BODY-WEIGHT 


Average 


Initial : ~~ | Standard 
* No. of | gain in er 
Ls ; Treatment patients | weight ——— 
| | (Ib.) 
Less than Advised to stop smokin; aa 16 8-8 31 
9 st. Not advised to stop smoking. . 24 69 3-0 
9 st.or | Advised to stop smokin as | 23 65 3-6 
more Not advised to stop smoking. . 15 5-2 3-6 
All Advised to stop smoking “ 39° 75 35 
weights | Not advised to stop smoking. . 39° 6:2 33 


Difference between gain in weight of patients in treatment and control 


grou 
Fniciel weight less than 9 st. t=1-91, n=38, P=0-07 
Initial weight 9 st. or more t=1-:15, n=36, P>0O-l 
All patients. t=1-58, n=76, P>0O-1 
*® Data for 1 patient unavailable. 


reduction in size of the ulcer was 61-3°%. The results are 
almost identical with those obtained in the control series 
of patients who were smoking and were not advised to 
modify their habits (healed by two-thirds or more 58% ; 
average reduction in size 56-6°%,). 

The effect of treatment on the patient’s weight is 
shown in table vi. Patients who were advised to stop 
smoking gained, on average, slightly more weight than 
those not advised to stop (7-5 Ib. against 6-2 lb.). This 
was not due to the inclusion of fewer patients with a low 
initial body-weight in the treated group (noted in table 1), 
because patients who were grossly underweight on 
admission tended to gain more weight than did other 
patients. This factor has therefore reduced the difference 
between the groups which would have been observed if 
the initial weights of the two groups of patients had been 
more closely comparable. Even so, the differences are 
small, and when the results for patients under and over 
9 stone in weight are considered separately they are not 
statistically significant. There is, however, a strong 
clinical impression that it is easier to gain weight after 
stopping smoking, and the present data provide some 
support for that belief. 


*A patient was regarded as having stopped smoking during treatment 


if he smoked an average of less than 1 cigarette a day or less than 
/, 02. of tobacco a week. 


TABLE VII—EFFECT OF TREATMENT ON PATIENTS’ SYMPTOMS 


No. of | Symptom- Oceasional | Daily pain 


Treatment free | pain or for a week 
| Patients | thro! oughout dyspepsia | or more 
— a —— _ — — —EEE 
Advised to stop smoki 40 13 20 } 7 
Not advised to stop omehing 40 18 15 7 


Difference between proportions with and without symptoms in treatment 
eroup, = 2 — ao FSS 


The results judged subjectively by the patients’ 
symptoms are shown in table vil. The special treatment 
was not usually started for four to six days after admission 
to hospital, and the symptoms complained of during the 
first week have therefore been ignored. Table vii shows 
that fewer of the patients who were advised to stop smok- 
ing were completely free from symptons, but the difference 
is not significant, and the proportion who had major 
symptoms—i.e., daily pain for a week or longer—was 
the same in both groups. Possibly the attempted with- 
drawal of tobacco may have increased the patient’s 
awareness of minor symptoms in a few instances, but the 
difference recorded may also have been a chance finding 
independent of the method of treatment. 


Discussion 

The results of the inquiry into patients’ smoking habits 
are difficult to interpret. Several explanations are possible. 

(1) Perhaps the presence of an ulcer stimulated the desire 
to smoke. The disease is a chronic one, and the recorded 
habits are not necessarily the same as those before the first 
symptoms appeared. Some patients find that their symptoms 
are relieved by a cigarette, and some may have taken up 
smoking because of their ulcer. If this were so, one would 
expect to find that the proportion of smokers who had begun 
late in life would be greater among the ulcer patients than 
among the controls. The data on this point are inconclusive ; 
but, so far as the group of patients is concerned for whom 
the association is greatest (i.e., men with gastric ulcers), it 
seems that the converse may be true. 

(2) Some psychological factor might predispose to the 
development of an ulcer and also to the subject’s becoming a 
smoker. There are at present no data against which this hypo- 
thesis can be tested; but it is not inherently unreasonable. 
Certainly it is widely believed that personality traits are related 
in some way to the development or the maintenance of duodenal 
ulcers and, to a less extent, of gastric ulcers. 

(3) Smoking might be the primary factor and might con- 
tribute directly to the production or the maintenance of some 
of the ulcers. In this case it would be expected that the pro- 
portion of heavy smokers among the ulcer patients would be 
greater than among the controls. That this was not so could, 
however, be explained if some patients had been advised to 
cut down their smoking as part of the treatment of their condi- 
tion, or if they had themselves found that it was beneficial 
to do so. 

Taken by themselves the data obtained retrospectively 
from patients’ smoking histories do not distinguish 
between these three hypotheses. Taken in conjunction 
with the results of the clinical trial of the effect of stopping 
smoking, however, it seems probable that the third explana- 
tion—that smoking can sometimes be a factor in the 
production or the maintenance of a peptic ulcer—is the 
true one. That the best results were obtained in those 
patients who stopped smoking completely is not in itself 
conclusive. This might have arisen if the patients who 
stopped smoking were also more cooperative in other 
ways, or if they were able to do so through being mentally 
more relaxed. But in this case, if the advice to stop 
smoking had not had any direct effect, it would be expected 
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that the patients who did not stop would have done 
particularly badly. In fact, the patients who did not stop 
completely (but nearly all of whom substantially reduced 
their consumption) also fared better than the controls, 
who were not advised to stop smoking at all. The one 
observation that weighs against the conclusion is that the 
average degree of healing among those patients who were 
not smoking on admission was practically the same as 
that in the controls, who continued to smoke. If smoking 
hinders the healing of an ulcer, it might have been 
supposed that the rate of healing of the ulcer would have 
been greater among patients who were not smoking on 
admission than among smokers. It must be remembered, 
however, that the patients could not usually be admitted 
until several weeks after the presence of an ulcer had 
been diagnosed in the outpatient department, and by this 
time the ulcer was not infrequently healed. Since some 
patients gave up smoking on their doctor’s advice before 
coming into hospital, it is not unreasonable to assume 
that ulcers which were still big enough to require treat- 
ment, despite the cessation of smoking, were, as a group, 
more resistant to treatment than average. 


The conclusion that Smoking can sometimes be a 
factor in the production or maintenance of a peptic ulcer 
accords with the results of three recent investigations. 
Doll and Hill (1956) studied the mortality of doctors in 
Britain, who had previously been classified according 
to their smoking habits, and found that the mortality from 
peptic ulcer was lowest among non-smokers (no ulcer 
deaths were observed in this group) and increased with 
the amount smoked to a maximum among smokers of 
25 g. or more of tobacco a day. The total number of 
ulcer deaths (21) was, however, small, and the differences 
were not statistically significant. In the U.S.A. Hammond 
and Horn (1957), who studied a larger group, found that 
8 of the 124 deaths attributed to peptic ulcer occurred 
among non-smokers, whereas the expected number, 
calculated from the age-specific death-rates for the whole 
group, was 16-°8.+ In this study the difference was well 
marked only for men with gastric ulcers (gastric-ulcer 
deaths in non-smokers 0, expected 7-0; duodenal-ulcer 
deaths in non-smokers 8, expected 9-8). The great 
majority of ulcer deaths occur, however, as a result of 
perforation, bleeding, or operation, and the fatality 
of these complications is largely influenced by the condi- 
tion of the chest. It is therefore possible that the mortality 
from peptic ulcer is partly influenced indirectly by 
smoking, through the association of smoking with chronic 
chest disease; but, if this was so, it would be difficult to 
understand why the effect should be so much greater 
for gastric ulcers than for duodenal ulcers. 


In the third study (Brown, McKeown, and Whitfield 
1957), more than 1000 men aged 60-69 on the lists of eleven 
general practitioners were examined, and their smoking 
histories were recorded. The prevalence of peptic ulcer 
increased from 6-6°4 among the non-smokers to 8-3% 
among smokers of 1-9 cigarettes a day, to 9-2% among 
smokers of 10-19 cigarettes a day, and to 13-0% among 
smokers of 20 or more cigarettes a day. 


It appears unlikely, however, that smoking is an 
important and direct cause of peptic ulcer. The con- 


sumption of tobacco, particularly of cigarettes, has 
increased in Britain over the past two or three decades, 
while the incidence of gastric ulcer is thought to have 


+ Calculated from data given in a personal communication. 





diminished. In contrast, the incidence of duodenal 
ulcer has almost certainly increased, but in this case the 
association with smoking is less. Furthermore the dis- 
tribution of gastric-ulcer mortality throughout the world 
(Segi 1957) is quite unlike the distribution of tobacco 
smoking. On present evidence, therefore, it seems more 
reasonable to suggest, as a working hypothesis, that the 
effect of smoking is to interfere with the healing of the 
ulcer and to help to maintain its chronicity. 


Summary 

The smoking habits of patients with peptic ulcer are 
compared with those of a control group of patients with 
other diseases believed to be unrelated to smoking. 
Each ulcer patient was matched by two controls chosen 
to resemble the ulcer patients in their sex, age, place of 
residence, and (for male patients) their socio-economic 
class. 


The percentage of non-smokers was less among the 
ulcer patients than among the controls both for gastric 
ulcers and for duodenal ulcers and in both sexes (1:3% 
among 235 men with gastric ulcers against 4-7% among 
the corresponding controls; 2:1% among 284 men with 
duodenal ulcers against 5-8%; 51:1% among 92 women 
with gastric ulcers against 66:8%; and 53-7% among 
54 women with duodenal ulcers against 62:0%). In 
contrast, no appreciable differences were found between 
the proportions of heavy smokers. 


More of the men with gastric ulcers than of their 
controls had begun to smoke before the age of 15 (19-8% 
against 14-1%), and less had begun to smoke at the age 
of 30 or more (17:7% against 23-9%). No important 
differences in the age at starting to smoke were found 
in the other groups. With both types of ulcer the pro- 
portion of smokers who smoked only cigarettes was higher 
in the ulcer group than in the controls (men with gastric 
ulcers 91-4% against 79-0%; men with duodenal ulcers 
85-3% against 80-9%). 

These results may be interpreted in several ways; 
therefore further evidence was sought in a clinical trial. 
Inpatients with gastric ulcers who, on admission to 
hospital, were regular smokers were divided at random 
into two groups. In one group the patients were advised 
to stop smoking; in the other they were given no such 
advice. All the patients were treated in bed for four weeks 
and all other treatments were prescribed equally in both 
groups. . 

Among 40 patients advised to stop smoking the ulcer 
healed by two-thirds or more in 30 (75%) and the average 
reduction in the size of the ulcer niche was 78-1%. 
Among 40 patients not advised to stop smoking the ulcer 
healed by two-thirds or more in 23 (58%) and the average 
reduction in the size of the ulcer was 56°6°%%. The ulcer 
healed by two-thirds or more in a higher proportion of those 
who followed the advice (19/22 or 86%) than of those who 
reduced their smoking but did not stop completely 
(11/18 or 61%), and the average reduction in the size 
of the ulcer was also greater in the former group (83-2% 
against 71-8°%). 

The average gain in weight and the severity of symp- 
toms were not significantly different in the group of 
patients advised to stop smoking and in the controls. 


The results accord with three recent studies of the 


mortality and morbidity of peptic ulcer in relation to 
smoking habits, and it is concluded that, in some patients, 
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smoking interferes with the healing of a peptic ulcer and 
helps to maintain its chronicity. 

We are grateful to Miss Keena Jones, Mrs. M. M. Glyn, Mrs. B. 
Kenchington, and Mrs. R. Bird, who recorded the smoking histories 
of the patients, and, in particular, to Miss Jones for assistance in the 
statistical analysis of the results. 
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DIAPHRAGMATIC HERNIZ DUE TO 
BLUNT TRAUMA 
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ROYAL INFIRMARY, SHEFFIELD 


DIAPHRAGMATIC herniz (apart from those through the 
cesophageal hiatus) may be traumatic or congenital. As a 
result of two world wars, and the increase of road acci- 
dents, diaphragmatic hernia of traumatic origin is 
steadily becoming commoner (Carter et al. 1951). We 
present five cases in which the diagnosis was made some 
time after the injury. 

Case-reports 

Case 1.—A boy, aged 12 years, was admitted in August, 
1950, shortly after a motor accident in which he was hit in the 
side. He was cyanosed and dyspneeic. There were bruises 
over the scalp and right elbow, besides upper abdominal 


- 





Fig. 1—Case 1: Posteroanterior view of the chest 
soon after the accident, showing the collapse of 
the left lung, and areas of translucency in the 
left lower chest. 


rigidity. Skiagrams showed a subluxation of the right acromio- 
clavicular joint and slight displacement of the right olecranon 
epiphysis; the X-ray film of the chest showed what appeared 
to be a high cupola of the diaphragm with partial collapse of 
the left lower lobe, and multiple large gas bubbles below it 
(fig. 1). Traumatic diaphragmatic hernia was suspected, but 
fluoroscopy showed a paralysis of the left cupola. The bone 
injuries were treated with Robert Jones strapping. 

The general condition improved, and further X-ray films of 
the chest showed a gradual return of the left diaphragm to a 
much lower position (fig. 2a); but the collapse of the lower lobe 
persisted. He continued to have pain in the epigastrium, left 
chest, and shoulder, relieved by resting, and dyspnoea on exer- 
tion. A barium-meal examination confirmed the earlier diag- 
nosis of traumatic diaphragmatic hernia, and showed the main 
body of the stomach (which had undergone volvulus) in the 
left lower chest (fig. 3). Unfortunately, the boy was lost sight 
of till October, 1951, when he came into hospital with increas- 
ing symptoms. He also 
complained of “fluid 
splashing in the chest” 
when he ran. The left lower 
chest was hyperresonant an- 
teriorly. Breath sounds were 
diminished over this area; 
gurgling could be heard. 

At left thoracotomy, a 
large amount of small gut 
and transverse colon, as well 
as the stomach, were found 
in the left chest. There was 
a rent in the left diaphragm, 
10 cm. long, parallel to the 
lateral chest wall, and run- 
ning forwards from just in 
front of the csophageal 
hiatus: there were a few adhesions at the anterior end of the 
rent. The gut was returned to the abdomen with some 
difficulty, and the hole repaired with nylon. The postoperative 
course was smooth. 

In this case, though traumatic diaphragmatic hernia was 
suspected early, hasty interpretation of the fluoroscopy 
findings led us astray. The lateral view of the chest film 
taken two months after the accident (fig. 2b) shows that 
what was presumed to be a high cupola was in fact the 
upper margin of the herniated stomach; the arch-like 
shadow falls short of the anterior chest wall anteriorly. 


Case 2.—A man, aged 43, was admitted to the Royal 
Infirmary in September, 1952, with epigastric distension after 


| 
Fig. 3—Case 1: Barium-meal 
examination. 








(a) (b) 

Fig. 2—Case 1: Posteroanterior (a) and left lateral (6) views of the chest, a few 
months after the accident. Although the left lung is better expanded, the gas bubbles 
in the left chest persist. 
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food, worse on lying down. He had been buried by a fall of 
coal in a mine in August, 1951. Since the accident, he had 
had epigastric fullness soon after a meal, partly relieved by 
vomiting. Dieting gdve very little relief. Clinical examination 
showed a hyperresonant zone in the left lower chest. Barium 
meal and follow-through confirmed the diagnosis of diaphrag- 
matic hernia. 

At ‘left thoracotomy, the stomach, spleen, and omentum 
were found to have herniated through a rent, 20 cm. long, 
across the left cupola, extending posteriorly up to the crura. 
The abdominal viscera, including the spleen, were returned to 
the abdomen, and, after the edges had been freshened, the 
rent was repaired with interrupted silk. Postoperative progress 
was uneventful. 


Case 3.—A man, aged 28, was first seen in July, 1957, com- 
plaining of epigastric fullness and pain after food, worse on 
reclining. He had been involved in a motor-cycle accident 
four years previously, when he sustained simple fractures of 
both bones of the left forearm, and a fractured pelvis. The 
epigastric pains had come on a year later. Clinically, there 
was no abnormal physical sign in the chest or abdomen. A 





Fig. 4—Case 3: Bariu al tion shows the volvulus of the 
stomach inside the left chest, with the cardia and the pylorus still 
below the level of the diaphragm. 





barium-meal showed a diaphragmatic hernia; the stomach, 
which had undergone a volvulus, was in the left hemithorax 
(fig. 4). 

At left thoracotomy, the stomach, left lobe of the liver, 
small gut, and omentum were found to occupy the left chest; 
they were attached to the rim of the rent across the left cupola. 
These organs were freed, and returned to the abdomen. The 
rent was repaired with interrupted silk sutures. The post- 
operative course was without incident. 


Case 4.—A man, aged 33, was first seen in September, 
1942, because of epigastric pains (chiefly soon after meals, and 
sometimes after exertion), and severe eructations. The epi- 
gastric pains had come on soon after a fall in January, 1942. 
Clinically, nothing abnormal was found in the chest or abdo- 
men. A skiagram of the chest showed the left diaphragm 
obscured by dark shadows, “‘ not unlike distended bowel ” in 
the left lower chest. A barium-enema examination showed 
these shadows to be due to the splenic flexure of the colon 
lying above the level of the diaphragm. 


At left thoracotomy, the splenic flexure of the colon was 
found in the left chest, having come through a rent across the 
left cupola. The colon was returned to the abdomen, and the 
rupture repaired. Further progress was smooth. 


Case 5.—A man, aged 27, was buried by a fall of coal in a 
colliery in January, 1940, and treated in a plaster-of-paris cast 
for a spinal injury. Soon after the accident, he started having 
sharp pains in the left anterior chest and epigastrium, worse on 
exertion or bending, and after meals; this was associated with 
shortness of breath as well. When we first saw him in Septem- 
ber, 1949, the chest and the abdomen appeared normal clini- 
cally. An X-ray film of the 
chest had revealed the stomach in 
the left chest (fig. 5), with a large 
fluid level; a barium meal con- 
firmed this. The stomach had 
undergone volvulus. 

At left thoracotomy, the left 
chest was found to contain the 
stomach, spleen, coils of small 
intestine, and the splenic flexure 
of the colon. There was a rent in 
the diaphragm, right across the 
cupola, lateral to the esophageal 
hiatus. The abdominal organs 
were returned to the addomen; 
the ‘margins of the rent were 
freshened, and the diaphragm 
was repaired with nylon.’ The 
immediate postoperative course 
was mgrred by a segmental collapse in the right lower lobe. 





Fig. 5—Case 5: Left lateral 
view of the chest 7 years 
after the accident; confu- 
sion with localised even- 
tration of the diaphragm 
is easy. 


Discussion 

The diaphragm, along with the transversi sterni et 
abdomini and the levatores ani, is primarily a compressor 
of the ceelomic cavity. Its respiratory function is of only 
secondary significance (Wood Jones 1946). Therefore it is 
reasonable to expect all the compressors to take the strain 
at the moment of impact, when a sudden compression 
force is applied to the lower chest or upper abdomen or 
both. The bursting force is expended on the relatively 
mobile diaphragm, whose periphery (the costal element) 
is protected by the lower thoracic cage; hence it is the 
cupola that splits—at or near the musculotendinous junc- 
tion, as in rupture of other muscles. The right dome is 
well protected by the solid and elastic liver, while the left 
one has no such protective buffer—on the contrary, it is 
weakened because the left leaf of the central tendon is 
small, and the musculotendinous junctiorf is sited across 
the very vertex of the cupola. The rent rarely if ever runs 
backwards into the cesophageal hiatus, for the crural sling 
has a tendency to pull away into the comparative safety 
afforded by the lumbar spine. If the rent is large, massive 
herniation of the abdominal viscera follows, giving rise to 
immediate symptoms. With small rents (which are com- 
moner with penetrating injuries), omentum may plug the 
hole, which later enlarges, helped by associated infarction 
of the diaphragm at the time of the original accident. 
Strangulation is the catastrophic sequel to these lesser 
deficiencies. A subsequent trivial trauma, which increases 
the intra-abdominal pressure facilitates this process. 
Carter and Giuseffi (1948) found that 90% of strangu- 
lated diaphragmatic hernia were traumatic in origin. 


Clinical Types 

Immediately after trauma.—Besides signs of shock, there 
may be epigastric pain and distress, radiation of pain to 
the shoulder—dyspnoea, and cyanosis (as in case 1). 
Physical examination may show a contralateral mediastinal 
shift; dullness or hyperresonance will be evident in the 
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involved hemithorax. There may or may not be symptoms 
and signs of incarceration of gut. 


Latent group.—The symptoms are vague and bizarre, 
with periodic bouts of epigastric distension and dyspneea, 
relieved by vomiting. 

Strangulated hernie.—The signs and symptoms are the 
same as in strangulated congenital diaphragmatic herniz ; 
signs of strangulation, without obvious evidence of the site, 
are the rule. The early symptoms are pain in the upper 
abdomen or lower chest, vomiting, and hiccups. Upper 
abdominal rigidity is soon evident, but abdominal dis- 
tension is never great. The closed-loop obstruction inside 
the chest leads to rapid distension, and a bloodstained 
pleural effusion. Deterioration of the general condition is 
equally rapid, with increasing dyspnea. The radiographic 
appearances are equally confusing. 


Radiographic Appearances 

The common findings are: 

1. Contralateral mediastinal shift; 

2. High “* cupoia ”’ (actually the upper margin of the herni- 
ated gut simulating an exaggeratedly high diaphragm) ; 

3. Abnormal gas-bubbles or solid-viscera shadows in the 
hemithorax; and 

4. Areas of collapse in the adjacent lower lobe. 


Fluoroscopy may “confirm” the mistaken diagnosis of 
paralysed diaphragm. Barium-meal or enema examina- 
tion or both will clinch the diagnosis; and make easy 
the differentiation from eventration of the diaphragm, 
subphrenic abscess, and pleural effusion. 


Treatment 

The treatment of traumatic diaphragmatic herniz is 
surgical; when they are complicated by strangulation, 
urgent operation is mandatory. The transthoracic 
approach is ideal, because it leads one directly to the 
involved area; further, as the herniated viscera are always 
adherent to the diaphragm or the lung, mobilisation under 
direct vision is possible; and, last but not least, accurate 
repair is easy, after freshening up the edges. Interrupted 
non-absorbable sutures are used. In strangulation neces- 
sitating resection of gut, the thoracic approach is just as 
easy as the abdominal. But, where colon is strangulated, 
the possibility of twin-loop obstruction should be borne 
in mind—the c#cum and ascending colon distal to a com- 
petent ileocecal valve act as a second closed loop, rapidly 
distend, and are in imminent danger of perforation, unless 
recognised early. It may be necessary to extend the 
rent in the diaphragm radially, to free the incarcerated 
viscera. 

Summary 


Five cases of diaphragmatic herniw, caused by blunt 
trauma and treated by surgery, are described. One 
illustrates how easily, on X-ray films and fluoro- 
scopy, herniated viscera may be mistaken for a high 
diaphragm. 

The treatment is surgical. In strangulation, operation 
is urgent. 

We are grateful to Dr. J. Wilkie (Royal Infirmary) and 
Dr. E. K. Abbott (City General Hospital) for the radiographs 
and interpretations. 
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ANTI-GLOBULIN CROSS-MATCHING TEST 
ITS USEFULNESS FOR URGENT 
BLOOD-TRANSFUSIONS 
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As the use of blood-transfusion increases, more and 
more patients develop specific immune isoantibodies. 
If a patient requires a blood-transfusion very urgently, 
is it worth while to try to detect incomplete antibodies 
by a short-cut anti-globulin cross-matching procedure, or 
must one take a chance and give blood matched only for 
ABO compatibility or, to patients in extremis, unmatched 
group-O Rh-negative blood ? 

Ideally, a cross-matching test should include a tube 
test for ABO compatibility carried out by mixing at room 
temperature the patient’s serum and a saline suspension 
of the donor’s cells, and an anti-globulin (Coombs) cross- 
matching test carried out at 37°C. The saline matching 
test can be done without long standing if the tubes are 
centrifuged at slow speed to allow closer contact of 
antigen and antibody (Jennings 1954, Grove-Rasmussen 
et al. 1954). Thus a saline cross-match can be read, 
employing centrifugation, in 5-30 minutes. A direct 
matching at 37°C of the patient’s serum and the donor’s 
cells suspended in serum or albumin is probably 
unnecessary if the anti-globulin cross-matching is done. 
However, the anti-globulin cross-matching is usually 
considered to need incubation at 37°C for at least 1 hour, 
preferably 2 hours, before testing with suitable dilutions 
of anti-human-globulin serum. 

The present investigation was undertaken to find out 
how far one can shorten the incubation time without 
missing dangerous circulating antibodies. Sixty-nine 
antisera were tested to determine the time required for 
red-cell sensitisation and the factors which affected the 
speed and degree of sensitisation. 


Procedure 

Sera 

The following human sera, containing incomplete and 
occasionally in addition low-titre complete, antibodies were 
tested: 30 anti-D, 6 anti-C, 3 anti-c, 4 anti-E, 1 anti-e, 
4 anti-Le*, 11 anti-K, 8 anti-Fy*, 1 anti-S, and 1 anti-Jk*. 
Some of the sera were fresh; most had been stored at — 20°C 
for periods of up to 2 years. 


Anti-globulin (Coombs) Test 

The anti-globulin cross-match was carried out as recom- 
mended by Dacie (1956). One drop of a 30%, cell suspension 
in saline solution was added to 4 drops of serum, undiluted or 
diluted (see below), in an 8 mm. test-tube, and placed in a 
water-bath at 37°C for 1, 5, 15, 30, 60, or 120 minutes. After 
the prescribed time of incubation the tubes were removed 
from the water-bath and the cells washed three times with a 
large volume of saline at ordinary room temperature. 

After the saline had been decanted and washed, the cells 
were resuspended in the remaining saline, making an approxi- 
mately 30° suspension. One drop of this suspension was 
then mixed, on an opalescent tile, with one drop of suitably 
diluted anti-globulin serum, rocked gently for 5 minutes, and 
then inspected over a strong light without the aid of magnifica- 
tion. The reactions were scored as follows: +, just detectable 
granularity; +, uniform easily visible granularity; ++, 
granularity with moderate aggregation into clumps; +++, 
* Trainee, National Institute of Arthritis and Metabolic Diseases, 

U.S. Public Health Service. 
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coarse clumping throughout; + + + +, aggregation into a few 
solid masses of red cells. For the purpose of this work, the 
minimum time for sensitisation was taken as that giving at 
least + agglutination. 

Serum and cell controls were set up with each batch to check 
the specificity of the reaction and the avidity of the anti-globulin 
serum. 


Dilution of Test Sera 

The strength of the antibodies in each serum was determined 
by serial dilution with fresh group-AB serum stored at — 20°C 
and then by incubating for 2 hours. Each serum was then 
tested undiluted and at the maximum dilution giving detectable 
sensitisation, the reciprocal of this dilution being recorded as 
the titre. Dilutions were made with AB serum so that the 
protein concentrations and complement activity would be 
more constant. In the case of the Lewis antibodies dilutions 
were made with fresh compatible Le*>~ serum. 


Dilution of Anti-globulin Serum 

The dilutions of the anti-globulin serum used were those 
determined to be optimal for the particular batch, by testing 
against cells sensitised by a weak and by a strong anti-D serum 
(Rosenfield et al. 1951) and by a serum containing anti-Le* 
(Mollison 1956). 

A single rabbit anti-human-globulin serum was _ used 
throughout the tests. This had been prepared by hyper- 
immunising a rabbit by repeated injections of whole human 
serum (Dacie 1956). The activity of this serum was compared 
with that of several other anti-globulin sera used routinely in 
other laboratories, to show whether or not it could be consi- 
dered an “ average ” reagent. 


Red Cells 

The cells used for sensitisation were collected into acid 
citrate dextrose (A.c.D.) and stored at 4°C for not more than 72 
hours. The cells were washed once in saline just before use, 
before being made into a 30%, suspension. 

To determine whether the speed of sensitisation was affected 
by the age of the cells, duplicate tests were set up with fresh 
(less than 4 hours old) and three-week-old cells from the same 
donors taken into acid citrate dextrose solution and stored at 
4°C in pilot bottles. 

Results 

The times required for sensitisation with the various 
antibodies tested are summarised in the accompanying 
figure. 

Anti-D (30 sera).—All the anti-D sera, which varied in 


titre from 1 to 1024, sensitised D-positive cells after 15 min- 
utes’ incubation, and all but five gave at least + agglutination 


Diluted sera @ Undiluted sera 


after 5 minutes’ incubation. The shortest incubation time 
tried (1 minute) produced detectable sensitisation when high- 
titre anti-D sera were used. When the sera were diluted 
maximally with AB serum (see above), the time required for 
+ sensitisation was much more variable: 71°, of the sera gave 
positive results after only 15 minutes’ incubation; but 29% 
required more than 15 minutes and 5°, required 120 minutes’ 
incubation. 

Rh sera other than anti-D (14 sera).—With Rh antibodies 
other than anti-D the results were similar to those with the 
D-sensitised cells. With undiluted serum, sensitisation was 
detectable after 5 minutes’ incubation with all except four sera 
which had titres of 1; these required 15 minutes’ incubation. 
When the sera were maximally diluted, sensitisation was 
slower, as with anti-D sera: four sera sensitised cells after 5 
minutes’ incubation and nine after 15 minutes’ incubation, and 
the remaining five required up to 120 minutes. 

Anti-K (11 sera).—Sera containing anti-K at titres of 2-64 
were somewhat slower in sensitising. However, eight “ coated ” 
K-positive cells after 5 minutes’ incubation, and ten after 
15 minutes’ incubation. One, having a titre of 2, required 30 
minutes’ incubation. Maximally diluted, five of the sera 
required over 15 minutes’ and three required 2 hours’ incuba- 
tion. 

Anti-Le® (4 sera). —With undiluted sera containing anti-Le*, 
all the Le*-positive cells tested gave + reactions within 15 
minutes. With sera maximally diluted with compatible Le*>- 
serum sensitisation was rather slow, three of the sera needing 
30-60 minutes. ; 

Anti-Fy® (8 sera).—Sera containing anti-Fy* were the 
slowest in producing sensitisation. Two, having titres of 1 
and 2, required over 15 minutes for a + reaction. When 
maximally diluted, five of the sera required 60 minutes or more 
for sensitisation. 

Anti-S and anti-fk*® (1 serum of each type).—Both sera 
had titres of 4; each coated appropriate cells after 15 minutes’ 
incubation. Both were slow when maximally diluted, and 
required 1-2 hours’ incubation to give + reactions. 

Age of red cells.—No significant difference in sensitisation 
time between fresh and three-week-old cells was detected with 
anti-D, anti-Fy*, or anti-Le*. With sera containing low-titre 
anti-K, six required 30 minutes or more for sensitisation when 
the cells were three weeks old, whereas only two of the sera 
needed more than 15 minutes’ incubation with fresh cells. 


Comparison of Anti-globulin Sera 

The criteria used for comparison of anti-globulin sera 
were the titre, whether they gave a prozone, the strength 
of the reactions against weakly and strongly sensitised 
D-positive cells, and the strength of the reaction with 
cells sensitised with anti-Le*. Some of 
these anti-globulin sera were prepared from 
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rabbits, and others from goats. ~ 

When the sera were tested for reactions 
with cells sensitised by anti-Le* and 
anti-D they reacted similarly to the anti- 
serum used in this investigation (Crawford 
and Mollison 1951, Dacie 1951, Cutbush 
et al. 1955). Although the titres of the 
anti-globulin sera varied considerably, each 
gave a + +++ reaction with D-positive 
cells sensitised with a strong anti-D serum, 
and a + to ++ reaction with cells sensi- 
tised with a weak anti-D serum, when used 
at the recommended dilution. The greatest 
variation was seen in the ability of the anti- 
globulin sera to detect antibodies, such as 
the anti-Le*, which may bind complement 
(Dacie et al. 1957). The two commercially 
prepared anti-globulin sera tested did not 
detect this type of antibody satisfactorily. 
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Discussion 

The results show that 97% of the sera, when tested 
undiluted, caused cells containing the appropriate anti- 
gens to be definitely agglutinated by an anti-globulin 
serum after 15 minutes’ incubation. On the grounds that 
the sera used were not representative of antibody-contain- 
ing sera as a whole, in that they had, with the exception 
of the anti-D sera, been selected for storage because 
they contained an antibody of useful titre, they were 
maximally diluted with AB serum to simulate weak anti- 
bodies. When diluted in this way, 48% of the sera 
required from 30 minutes’ to about 2 hours’ incubation 
to sensitise the appropriate cells sufficiently to give + 
agglutination. However, with the exception of the two 
anti-Fy* sera and one anti-K serum, the dilution next 
below the maximum gave sensitisation in 15 minutes 
or less. 

Factors Influencing Speed of Sensitisation 

All the sera having antibody titres of over 2 sensitised 
appropriate cells after 15 minutes’ incubation. Sera 
with antibody titres of 2 or 1, and sera diluted maximally 
with AB serum, varied considerably as regards the 
required time of incubation. As would be expected 
(Mollison 1956), the variation of avidity of the sera was 
greatest in those containing antibodies other than the 
Rh group. 

Wootton (1951) showed that cell sensitisation improved 
if the relative volume of serum to cells was increased 
and there was frequent agitation to ensure good contact 
with antigen and antibody. With shortened incubation 
times it is particularly important to have at least four 
volumes of serum to one of cells. The incubation time 
required for sensitisation with low-avidity or low- 
titre antibodies could be shortened if the volume of 
serum was increased to 20 drops, provided there was 
adequate mixing and the temperature of the mixture 
was brought quickly to 37°C in a water-bath. Addition 
of serum beyond a ratio of 20:1 did not further diminish 
sensitisation time. 

The importance of using fresh unheated complement- 
containing serum has been emphasised -in relation to 
sensitisation by antibodies such as anti-Lewis and anti- 
Kidd (Mollison and Cutbush 1955, Dacie et al. 1957). 
Age of Red Cells 

The age of the red cells did not appear to be significant 
except with anti-K, when storage of the cells in A.c.D. for 
3 weeks affected not only the apparent titre of the serum 
but also the speed of sensitisation. The Kell antigen is 
known to be labile, particularly if the cells are kept as a 
clot (Grove-Rasmussen et al. 1954). Although the antigen 
is better preserved in A.c.D. (Dunsford and Bowley 1955), 
this study shows that its preservation is still not entirely 
satisfactory. 

Anti-globulin Serum 

For optimal detection of sensitisation on the tile, an 
anti-globulin serum should be used which has been shown 
to detect sensitisation by antibodies such as anti-Le’, 
as well as anti-D. At least two dilutions of anti-globulin 
serum should be used to avoid the dangers of a prozone 
and to pick up antibodies other than Rh, which are often 
better agglutinated in a higher concentration of anti- 
globulin serum. Each batch of anti-globulin serum should 
be tested to determine the optimal concentration for 
detecting cells weakly and strongly sensitised by an anti-D 
serum and cells sensitised with an anti-Le* serum. 


- 


Enough time should be allowed for the reaction between 
anti-globulin serum and sensitised cells to take place. 
Cells sensitised with anti-Fy* were particularly slow to 
undergo agglutination, and with weak reactions as much 
as 10 minutes’ rocking was required fur agglutination to 
become maximal. 

As previously stated, a + reaction was used as an end- 
point for determining the time required for sensitisation. 
Any agglutination is, of course, significant in reading a 
cross-matching test and must be taken as evidence of 
incompatibility, providing the controls are negative. 


Conclusion 

The answer to the question posed at the beginning of 
this paper—Is a short-cut anti-globulin cross-matching 
procedure of any value when blood is needed urgently ?>— 
seems to be Yes. If the patient can wait 30 minutes for 
blood, a cross-matching procedure, with 15 minutes’ 
incubation, can be completed which will detect nearly all 
dangerous antibodies. 

The low-titre antibodies that may be missed by the 
shortened incubation time do not usually give rise to 
severe fatal hemolytic transfusion reactions. However, 
that the rate of destruction of incompatible red cells is 
not completely related to the titre of the antibody has been 
shown by Mollison and Cutbush (1955), who injected 
small volumes of *'Cr-tagged incompatible red cells into 
patients with various antibodies and found that the dis- 
appearance seemed to depend not only on the strength 
of the antibody but also on its nature and specificity. 
More recently, Fudenberg and Allen (1957) have 
described two rare cases of severe hemolytic transfusion 
reactions in patients whose antibody was not demon- 
strable until after the offending transfusion. Their 
studies with *'Cr-tagged red cells indicate that even in the 
absence of detectable circulating antibody incompatible 
red cells may be destroyed very rapidly. 

These findings lend added weight to the already 
appreciated dangers of blood-transfusions and emphasise 
the limitations of our present cross-matching technique. 
Clearly, the use of shortened incubation times for the 
anti-globulin cross-matching slightly increases the hazard 
of transfusions. Nevertheless such tests seem well worth 
applying in urgent cases when a delay of 15-20 minutes 
is permissible. Even so, an additional anti-globulin cross- 
match should be set up so that a definitive reading can 
be made after 2 hours’ incubation. 

No attempt was made to compare results of the anti- 
globulin cross-matching test using shortened incubation 
times with other rapid cross-matching procedures 
carried out in tubes or on tiles. Though each of these 
methods has its own advantage, hone seems to equal the 
anti-globulin test from the point of view of the variety of 
different antibodies detected. 


Summary 

The efficacy of an emergency cross-matching procedure 
for incomplete antibodies, using the anti-globulin (Coombs) 
method, was investigated. Sixty-nine sera containing 
incomplete antibodies of the Rh, Kell, Lewis, Duffy, S, 
and Kidd systems were tested undiluted and diluted so. 
as to simulate low-titre sera in order to determine how 
quickly the cells became detectably sensitised. 

97% of the sera used undiluted sensitised the appro- 
priate cells after 15 minutes’ incubation in a water- 
bath at 37°C. 39%, when maximally diluted, were still 
able to sensitise cells after 15 minutes’ incubation; 61% 
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of these diluted sera needed between 30 and 120 minutes’ 
incubation. 

It is concluded that the shortened (15-minute-incuba- 
tion) anti-globulin cross-matching test is well worth 
carrying out. 

I wish to thank Prof. J. V. Dacie for his advice and encourage- 
ment; Dr. A. E. Mourant, of the Lister Institute, and Mr. I. Duns- 
ford of the Sheffield Blood Transfusion Service, for supplying antisera 
and anti-globulin for testing; and Dr. L. Sacker for supplying anti- 
globulin sera. 
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FERRITIN IN NUTRITIONAL @DEMA 


S. G. SRIKANTIA 
M.B., B.Sc. Mysore 


From the Nutrition Research Laboratories, Indian Council of Medical 
Research, Coonoor, South India 


IT is well known that cedema often complicates mal- 
nutrition, but its pathogenesis is not clearly understood. 
Starling’s classical concept whereby physicochemical 
alterations resulting from the changes in the plasma- 
proteins were held responsible for the edema is now 
recognised as inadequate. Gopalan (1950) observed 
increased excretion of an antidiuretic substance in the 
urine of patients with nutritional cedema and oliguria. 
The response of such patients to a water-load was 
impaired, and so was that of laboratory animals on low- 
protein diets (Gopalan and Ramanathan 1957, Dicker 
et al. 1946). Normal liver was shown to be capable of 
inactivating the posterior-pituitary antidiuretic hormone 
(Eversole et al. 1949), and this capacity was found to be 
impaired by low-protein diets (Birnie 1950, Gopalan 
et al. 1953). On the basis of these observations a tentative 
hypothesis to explain the pathogenesis of cedema was put 
forward by Gopalan and Venkatachalam (1952) and 
Gopalan (1955). 

Baez et al. (1950) showed that the iron-protein complex 
ferritin can in certain circumstances exert a considerable 
antidiuretic effect, and that this is mediated through the 
stimulation of the posterior pituitary. Ferritin is stored 
mainly in the liver and spleen, which under certain con- 
ditions release measurable amounts of it into the circula- 
tion. The presence of such ferritin in the blood-stream 
has been reported in some clinical states—e.g., congestive 
heart-failure, toxemia of pregnancy, hepatic cirrhosis, 
and the nephrotic syndrome (Shorr et al. 1950)—which 
are all characterised by periods of oliguria and altered 
water metabolism. 

We have no information, however, on whether this 
potent antidiuretic agent is present in the blood of 
patients with oedema associated with protein and calorie 
undernutrition. Profound structural and functional 


changes are known to take place in the liver as a result of 
malnutrition, and cedema is often an associated factor. 
It is important, therefore, to determine whether the 


_MESOAPPENDIX ASSAY FOR FERRITIN 


/10-14th day (no ‘one month after 








Case eis Clinical a 
no. | condition On admission | clinical edema) | end of therapy 
1 | Kw Kwashiorkor| + | - 
2 2 + _ 
3 ” + + 
4 | = + 
Sif at + + - 
6 j 
7 Nutritional + ’ 
8 edema in + 
adult 


ie all 





cedema of undernutrition is mediated rennet the release 
of ferritin from the damaged liver into the circulation. 


The Investigation 
The patients studied were six children with kwashiorkor, 
and two adults with nutritional edema. The clinical 
features of such cases have already been described 
(Venkatachalam et al. 1954, Gopalan et al. 1952). 


Peripheral venous blood of these eight patients was collected, 
with heparin 2 mg. per ml. as the anticoagulant. The plasma 
was separated by centrifugation and assayed on the same day 
for the presence of biologically active ferritin, using the rat- 
mesoappendix test of Zweifach (1948). The test is based on 
the observation that ferritin has a vasodepressor effect on the 
constrictor response of small blood-vessels to topically applied 
adrenaline. The test is very sensitive and can detect 0-001- 
0-002 yg. of ferritin nitrogen per millilitre. This technique has 
been satisfactorily employed for detecting vasotropic sub- 
stances in several previous investigations (Srikantia et al. 
1956, Baez et al. 1955, 1956). 

In all cases where a vasodepressor response was obtained 
with this test, the fact that this effect was due to the action of 
ferritin and not to some other vasotropic substance was estab- 
lished by the use of antiferritin serum. 0-9 ml. of the plasma 
that gave a positive vasodepressor test was mixed with 0-1 ml. 
of antiferritin serum and incubated at 37°C for twenty minutes; 
0-5 ml. of this was again assayed for vasodepressor activity, 
and none was found. 

The assays for ferritin in the plasma of the eight patients 
were done at the height of the cedema, at ten to fourteen days 
after start of treatment with a high-protein diet, and a month 
after the beginning of such treatment. 

Five of the six children with kwashiorkor and both of 
the adults with nutritional cedema had ferritin in their 
circulating blood on admission. Only two of the six children 
had ferritin in their blood after clinical oedema had dis- 
appeared. In all the cases ferritin was absent after a month 


of high-protein therapy. 


Comment 

The presence of ferritin at a stage when oliguria and 
cedema are conspicuous, and its absence after nutritional 
therapy, appear significant. It is tempting to postulate, in 
malnutrition, a causal relation between ferritinemia and 
antidiuresis. The evidence, however, is still only circum- 
stantial. Experiments are now in progress to elucidate the 
precise role of this antidiuretic agent in the pathogenesis 
of nutritional cedema. 


I wish to thank Dr. C. Gopalan, deputy director of the Nutrition 
Research Laboratories, Coonoor, for valuable advice in the conduct 
of the investigation and in the preparation of this note. The anti- 
ferritin serum was kindly supplied by Dr. S. Baez and Dr. A. Mazur 
of the Cornell University Medical College and New York Hospital. 
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ANAEROBES IN 
ROUTINE DIAGNOSTIC CULTURES 


E. JOAN STOKES 
M.B. Lond., M.R.C.P. 
BACTERIOLOGIST, UNIVERSITY COLLEGE HOSPITAL, LONDON, w.c.l 


IN many hospital laboratories cultures are made in air 
as a routine, and the specimen is not investigated for 
anaerobes unless there is some special indication. Logic- 
ally the reverse procedure would be more reasonable, 
because strict anaerobes are very common and strict 
aerobes are very rare in medical bacteriology. 

Anaerobic culture is neglected partly because many 
pathogens which cause acute illness grow well in air 
and partly because of technical difficulties. Plate cultures 
are as essential for the satisfactory investigation of 
anaerobes as they are for aerobes, and this means that a 
jar of some kind is required. Recently the McIntosh and 
Fildes jar has been so modified that it is much simpler 
and quicker to use, and if anaerobic cultures are desirable 
there is no longer any technical reason why they should 
not be included routinely. 


Frequency of Anaerobes 

For some years we have cultivated most specimens on 
blood-agar incubated in air and anaerobically. Detailed 
records of cultures during the past six years have been 
examined to discover what would have been missed if 
specimens had been cultivated in air only. 

Anaerobes can almost always be isolated from feces, 
from the vagina, and from the upper respiratory tract, 
therefore specimens likely to be contaminated from these 
sites during sampling have been excluded from this 
investigation. Swabs sent from the dermatology depart- 
ment and swabs of chronically discharging ears have also 
been excluded. This leaves specimens from tissues and 
fluids which are normally sterile, and therefore all the 
microbes isolated are considered to be potential pathogens. 


Methods 


All specimens are first smeared on sterile glass slides and are 
then seeded on 10°, defibrinated horse-blood agar in two plates 
and into Robertson’s cooked-meat broth. One plate is incu- 
bated in air, or in air plus 5—10° CO,, and the other anaerob- 
ically. (This is not as extravagant as it appears, because except 
in special circumstances two specimens are seeded on each 
plate making one whole plate per specimen.) The cooked-meat 
broth is included as a means of isolating aerobes and anaerobes 
from scantily infected discharges, because it can be more 
heavily seeded than blood-agar. It is also valuable because 
inhibitors in the pus are diluted and microbes can sometimes 
be recovered from the cooked-meat broth when antibiotics 
have inhibited their growth on the original plate cultures. It 
is never used, however, as the sole primary medium for 
anaerobes. To do so would be as unreasonable as to use a 
liquid medium for the primary isolation of aerobes. When a 
satisfactory growth is obtained on the original plates and all 
types of organism seen in the smear are accounted for, the 
cooked-meat broth is discarded without subculture. If primary 
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anaerobic plate cultures cannot be made—for example, when a 
swab is cultured by inexperienced staff at night—it is left in 
transport medium (Moffet et al. 1948), which was originally 
used for the preservation of gonococci but which also preserves 
other delicate microbes, including anaerobes, very effectively. 
Since it is non-nutrient there is no danger that small numbers of 
a lusty species will outgrow a more important but more delicate 
species before plate cultures can be made. 

When appropriate, other selective media are used, but these 
three primary cultures are never omitted. They are examined 
after overnight incubation and again on the 2nd day. Incuba- 
tion for at least 48 hours is vital because most of the anaerobes 
encountered do not appear on the Ist day, and a few take about 
a week to grow. When cultures are sterile for no good reason 
after 48 hours’ incubation, or when organisms seen in the 
smear have not appeared, the original plates are reincubated 
for 7 days. The cooked-meat broth is subcultured, whether 
growth is apparent in it or not, on to blood-agar incubated in 
air and anaerobically and these plates are also incubated for 7 
days. In most cases it is possible to send a written report on 
the 2nd day. 

The recently modified McIntosh and Fildes jar * is made of tinned 
copper. The capsule contains a catalyst which acts in the cold 
without electric or other activation. A side arm Holds an external 
indicator. The lid is sealed by a gasket with a replaceable rubber 
ring. Anaerobic plate cultures can be set up in 5 minutes. 

By this method microbes seen in the stained smear of the 
specimen can almost always be isolated. Some samples of 
pus in which no microbes can be seen do remain sterile, and 
there are several possible reasons for this. It may be because 
the infection was tuberculous, or caused by a microbe (such 
as the pleuropneumonia-like organisms) which cannot easily 
be seen in stained films (Stokes 1955). It may be due to the 
action of enzymes in the pus, which have destroyed the microbes 
before they could be cultivated; it may be due to the oxidation 
of delicate anaerobes which cannot grow if they are exposed 
to the air for a short time; and finally it may be due to faults 
in technique, the most common being overdrying of the blood- 
agar and leaking anaerobic jars. 

The term anaerobe as used here needs explanation. Any 
organism is considered to be an anaerobe if, when seeded 
comparably on blood-agar, incubated in air plus 5—-10°%, CO, 
and anaerobically, it appears on the anaerobic but not on the 
aerobic culture. No further tests are made of its ability to grow 
in reduced concentrations of oxygen. Carbon dioxide is added 
to the atmosphere in all anaerobic jars because it improves 
growth in some cases; 2% is sufficient, and should not be 
exceeded because higher concentrations inhibit some anaerobes 
(Hayward 1947). Differentiation between obligate anaerobes 
and CO,-dependent organisms therefore requires that the 
aerobic cultures be incubated in a CO,-enriched atmosphere. 

Results 

Of 5394 specimens cultivated, 265 were sterile without 
a satisfactory explanation and 4737 yielded growth. Of 
these, 496 yielded anaerobes and from 139 of them the 
anaerobes were in pure culture. 

The omission of anaerobic culture as a routine would 
have resulted in an increased number of specimens 
reported “ sterile ”. In different years this increase would 
have varied from about 25% to nearly 100%. 

The common presence of anaerobes is not confined to 
any particular type of specimen. Table 1 shows the 
results obtained from different kinds of infected material; 
from every type of specimen anaerobes were recovered 
at one time or another. 

The pleural fluids in table 1 all showed evidence of 
infection in the cell count. One was a tuberculous 
empyema with a superadded anaerobic infection. Of 
the anaerobes isolated from the blood, three were from 
cases of puerperal sepsis, three from subacute bacterial 





° » The jar is obtainable from Baird and Tatlock (London) Ltd. 
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TABLE I-~-ANAEROBIC STRAINS ISOLATED FROM VARIOUS SOURCES 








oes Total no. | Anaerobes | Percentage 
Specimen Positive | yielding in pure | yielding 
cultures 

anaerobes culture anaerobes 
Pleural fluid* .. 144 18 10 125 
Cerebrospinal fluid * 33 3 90 
Pe nda wa 85 9 8 10-5 
Abdominal pus .. 528 173 30 32-7 
Genital pus as 220 69 24 313 
Neck lymph-gland } 101 8 3 8-0 
Infected sebaceous cyst . . 66 21 | 13 31-0 
Boils, &c. od .)* a 18 4 13 
Other _.. te o> | ame a Oe 79 


e Details of culture methods are to be found in my Clinical Bacteriology 
(London, 1955). 


endocarditis, two from pyrexia of unknown origin, and 
one in a mixed culture from a patient with a paracolic 
abscess whose history is given below. Clostridia were 
isolated from the blood only twice. The positive cultures 
from cerebrospinal fluid were all secondary to subacute 
otitis media; one of these infections was fatal. In only two 
of all these specimens were anaerobes suspected before 
cultures were made. 

Anaerobes are common in the abdomen. These speci- 
mens include abdominal-wall abscess, pelvic abscess, 
appendix abscess, and swabs of peritoneal fluid in peri- 
tonitis. Most mixed cultures yielded a heavy growth of 
anaerobes; in more than half of them anaerobes were 
predominant. 

** Genital pus ” includes samples from freshly opened 
pyosalpinx, Bartholin’s abscess, and ischiorectal abscess. 
The proportion of anaerobes is about the same as in 
abdominal pus but pure cultures are commoner. 

Lymph-glands of the neck are considered separately, 
because in the absence of any other growth they are often 
thought to be tuberculous. Anaerobes can secondarily 
infect tuberculous abscesses, but the eight encountered 
here were investigated for tuberculosis and proved 
negative. 

Infected sebaceous cysts yield a high proportion of 
anaerobes. They are almost all anaerobic cocci. Some are 
large and in pairs and closely resemble staphylococci 
under the microscope ; others are streptococci. Some- 
times they are accompanied by anaerobic fusiform bacilli 
(bacteroides). 

** Boils, &c.,” includes breast abscesses and infections 
of the finger, which are almost always stahpylococcal. 
Two of the four pure cultures were from breast abscesses, 
one was from a boil (probably an infected sebaceous cyst 
misdiagnosed), and the fourth was a paronychial infection. 

** Other ” includes wounds of limbs and elsewhere and 
specimens sent with no indication of the site from which 
they came. Most of these were probably from boils. 

Table 11 shows the frequency of isolation of different 
anaerobic species. 

The gram-positive cocci can be further differentiated 
(Thomas and Hare 1954), but this is time-consuming and as 
yet of little clinical importance since classification by biochem- 
ical tests cannot be correlated with pathogenicity. They are 
therefore reported as anaerobic streptococci if chains are seen 
and as anaerobic gram-positive cocci if no chains are formed. 











TABLE II—NO. OF ANAEROBIC STRAINS IN PURE AND MIXED CULTURE 
ian PER EE ET PTA The aS 5 tons i 
Total | | Fusiform 
- no. 0 ——- Gram- | bacilli le idia| Oth 
speci- | 19-,0f | positive | pacter- | Clostridia! Other 
P strains | cocci . | | 
mens cides) | | 
Mixed culture 357 473 | 208 | 206 | 29 | 32 
(aerobes present)| igs 
Pure culture | 169 | 100 | 59 | 5 > 


| 
139 | 





Fusiform bacilli are also left undifferentiated for the same 
reason. 

“* Gram-positive cocci ”’ (table 11) includes those which 
form chains and those which do not. All but two of the 
clostridia were Clostridium welchii. ‘‘ Other” includes 
gram-negative cocci (veillonella), anaerobic diphtheroid 
bacilli, and lactobacilli. 


Discussion 


These results almost certainly fail to reveal the real 
frequency of anaerobes in clinical specimens submitted 
for bacteriological examination. Failures to detect their 
presence are inevitable in a busy hospital laboratory where 
some of the work has to be done by relatively inexperi- 
enced staff. Moreover, the anaerobic jars used in this 
investigation were inferior to the more modern type now 
available. 

Anaerobes have long been known to form a large part 
of the normal human flora, and finding them frequently in 
pus is no new discovery. For instance, Veillon and Zuber 
(1898) noted that anaerobic fusiform bacilli were the 
commonest organism in acute appendicitis. When no 
specific treatment was available there was perhaps little 
point in isolating these delicate and rather slow-growing 
organisms. This may account for the fact that to the 
majority of clinicians “‘ anaerobe”’ has become synon- 
ymous with clostridium, and there is little demand for 
anaerobic culture except from war wounds or when there 
are clinical signs of gas-gangrene or tetanus. 

Now that antibiotics are available for treatment, we 
can no longer afford to ignore the non-sporing anaerobes 
which are constantly present in the human intestine, 
upper respiratory tract, and genital passages, and which 
can infect, sometimes fatally, when they invade unfamiliar 
sites. It is misleading and improper to report “ culture 
sterile”” when no attempt has been made to isolate 
anaerobes. Some of the unexplained results, both suc- 
cesses and failures, of antibiotic treatment are due to the 
unsuspected presence of these organisms. The following 
case-history is an illustration: 

A middle-aged man was admitted with a high swinging 
fever and a history of two similar attacks during the previous 
few months. Before treatment a sample of blood was cultured 
which yielded a growth of a lactose-fermenting bacillus 
thought to be Escherichia. coli. When the physician in 
charge was notified he was surprised, because the patient 
appeared to have responded well to penicillin and had done 
so on the two previous occasions. The coliform was tested 
to see if it was unusually sensitive to penicillin, but it was 
found to be resistant.. Subcultures from the blood-culture 
were continued and on the 12th day anaerobic cocci and 
anaerobic fusiform bacilli were isolated which were sensitive 
to penicillin. The coliform was further investigated and found 
to be Citrobacter freundit which is common in soil and water 
but is unlikely to be a human pathogen. All three organisms had 
probably entered the blood-stream from a paracolic abscess 
which was later opened and drained. Unfortunately the anti- 
biotic treatment given to cover the operation prevented their 
isolation from the pus. 

Non-sporing . anaerobes, particularly gram-negative 
bacilli, cannot always be seen in the stained films of 
specimens which subsequently yield a heavy growth. 
Liquid cultures are unsatisfactory because these organisms 
are easily outgrown; therefore routine primary culture on 
blood agar in an anaerobic jar is essential. If, for reasons 
of economy, only one plate culture can be made, an 
anaerobic one is to be preferred because strict aerobes are 
extremely rare. 
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Summary 
Routine diagnostic cultures made in air and anaerobi- 
cally show that infection with anaerobes is common. 
Often the organisms that are important clinically can be 
shown only on anaerobic culture. 


I should like to thank Dr. J. C. Hawksley for permission to publish 
the case-history, Prof. Wilson Smith for his encouragement, and all 
those who have worked in my laboratory during the past six years, 
particularly Mr. R. A. Bono and Mr. L. R. Jeffries; the results in this 
paper are largely their work. 
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SEVERAL reports suggest an association between the 
thyroid gland and cancer, especially of the breast. 


Beatson (1896) thought that the administration of thyroid 
extract as well as removal of the ovaries might be of value in 
the treatment of metastatic carcinoma of the breast, and the 
first patient in his original series was treated with benefit by 
both methods. 

More recently others (Stocks 1924) have found evidence of 
a positive correlation between goitre on the one hand and 
carcinoma (particularly of the stomach and other parts of the 
alimentary tract) on the other. In a full review of the subject 
Spencer (1954) confirmed these findings and quoted animal 
work which also suggested a relation between the thyroid gland 
and cancer. In experiments with carcinogenic agents and with 
tumour transplantation, thyroxine was found to inhibit the 
growth of cancer and thiouracil to potentiate it. 

Sommers (1955) reported histological evidence of thyroid 
atrophy in patients with advanced carcinoma of the breast. 
Loeser (1954) believed that there was a connection between 
hypothyroidism and cancer of the female breast and genital 
tract. He advocated the use of thyroid extract as a prophylactic 
measure against recurrence of cancer and cited 18 patients of 
his own, treated in this way, who had responded well. Lemon 
(1955, 1957) discussed the use of thyroid and prednisone 
together in the treatment of metastatic breast cancer. He 
claimed that this combination produced better results than 
prednisone alone and suggested that the two hormones acted 
synergically. 

Our interest in this subject was aroused by a chance 
observation of our own. While investigating patients 
about to undergo hypophysectomy for carcinoma of the 
breast, we noticed that some of them had abnormally low 
thyroid function. Closer inspection of the data showed 
that most of these patients with low thyroid function had 
bloodborne metastases, whereas most of those with 
normal function had local disease only. 


* Paper read to the Surgical Research Society, November, 1957. 


Investigation 

67 patients were studied. They were divided into two 
groups on the basis of a full clinical examination and 
radiography of the chest and skeleton. The first group 
(local disease only) had a tumour confined to the breast, 
chest wall, or local (axillary or supraclavicular) lymph- 
glands. The second (bloodborne metastases) had distant 
spread of the disease. The ages of the patients were 
similar in the two groups. No patient had received any 
hormonal therapy. 


Methods 

Thyroid function was estimated in three ways after the 
administration of 25 microcuries of radio-iodine ('*'I) by 
mouth: 

1. The neck uptake was measured after four, twenty-four, 
and forty-eight hours. The patient sat midway between two 
Geiger-Miiller tubes, one on each side of the neck, and the 
count was made during a period of one minute. The total dose 
administered was counted similarly, and the neck count was 
expressed as a percentage of this. 

2. The urinary excretion was measured with q ring counter 
in the specimens passed during the periods up to eight, eight 
to twenty-four, and twenty-four to forty-eight hours after the 
administration of '**I. The T index (Fraser et al. 1953) was 
calculated for each patient. 

3. The protein-bound iodine was measured in a sample of 
venous blood, withdrawn after forty-eight hours. The protein 
contained in 5 ml. of plasma was precipitated and washed with 
an excess of 10%, trichloracetic acid, and then resuspended in 
2:0 N sodium hydroxide. It was placed in a scintillation 
counter and counted for about an hour. 

For several reasons the patients were not all studied by 
each of the three methods. There were, however, no 
obvious factors which invalidated the random selection 
of the patients in the two groups. 


Results 

Neck uptake (fig. 1).—The maximum uptake found at any 
of the three times is shown. The mean value in group 11 (blood- 
borne metastases) is significantly lower than that in group I 
(local disease only). 
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Fig. 1—Neck uptake of !3!I in patients with carcinoma of the breast 
Figures represent maximum uptake found within 48 hours of 
administration. Statistical analysis: t(45 D.F.)=53. p<0-001. 
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Fig. 2—Urinary excretion of !31I in patients with carcinoma of the 
breast. Statistical analysis: t(46 D.F.)=3-61. p< 0-001. 


Urinary excretion (fig. 2).—The mean in group I! is similarly 
lower than that in group I. 

Serum protein-bound iodine (fig. 3).—The mean for group 
is again lower than that for group 1, but the difference is not 
significant. The method, however, is not very accurate, since 
in many cases the count obtained was only slightty higher than 
that of the background. 

In many patients, particularly those with bloodborne 
metastases, the results of the tests were consistent with 
frank myxcedema, but there were no clinical signs of 
depressed thyroid function. 

Because of the possible dangers of radioactive substances 
we did not study a series of normal euthyroid subjects; 
but the results in group 1 (local disease) agree closely 
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Fig. 3—Serum-protein-bound !5'I 48 hours after administration of 
131] in patients with carcinoma of the breast. Statistical analysis: 
(30 D.F.)=1-5Fr. 0-1>P>0-05. 


with those obtained in normal subjects by other workers 
(Fraser et al. 1953, Goodwin et al. 1951). 


Discussion 

It is clear from our findings that reduced thyroid 
activity and widespread breast cancer are associated, 
while normal thyroid function is found in local disease, 
no matter how far advanced. The important question to 
ask is ““ Which comes first ?”” Do bloodborne metastases 
depress thyroid activity, or does reduced thyroid function 
favour the distarit spread of malignancy ? These questions 
cannot yet be answered, but there are several points in 
favour of each possibility. 

Widespread cancer might depress thyroid function in 
one of two ways: 

1. Metastases in the pituitary or in the thyroid or in both 
might destroy functioning tissue. Metastases are common in 
these glands, but they are usually small and do not affect other 
aspects of pituitary function; indeed, Sommers (1955) has 
reported hyperplasia of the ovary and the adrenal cortex in 
patients with metastatic carcinoma of the breast. 

2. Cachexia and toxemia might depress pituitary function. 
We think this unlikely, since many of those with locally 
advanced disease (group 1) were more toxic and cachetic than 
those in the metastatic group (group 11). 

Further direct evidence could be obtained by studying 
thyroid function in patients with bloodborne metastases 
from other types of cancer. A preliminary study shows 
that function was normal in 5 such patients whom we 
tested. This suggests, at the moment, that widespread 
metastases do not of themselves depress thyroid function. 

The other possibility is that depressed thyroid function 
might favour the development of distant metastases. In 
support of this are the correlation between reduced 
thyroid function and a high death-rate from cancer, and 
the effects of thyroxine and of thiouracil on the behaviour 
of cancer in laboratory animals. Further evidence could 
be obtained by giving thyroid extract prophylactically to 
patients who have had primary treatment for uncompli- 
cated breast cancer. One of us (A.R.L.) is at present 
conducting @ controlled clinical trial along these lines. 
Two groups of 80 patients who have had primary mastec- 
tomy and radiotherapy have been observed for two years. 
One group has had thyroid extract and the other no 
additional treatment. The incidence of recurrence (both 
local and metastatic) is about 15% in each group. A larger 
series must be followed for a longer period before any 
conclusion can be drawn. 

. Summary 

Thyroid function was studied in patients with car- 
cinoma of the breast by measuring the neck uptake, 
urinary excretion, and protein-bound fraction of ' I. 
Function was significantly lower in those who had blood- 
borne metastases than in those who had local or locally 
advanced disease. 

We wish to thank Prof. G. M. Bull for the use of the counting 
apparatus in his department; the nurses in the Royal Victoria Hospital 
and Northern Ireland Radiotherapy Centre for their help in collecting 
specimens; Mr. G. A. Smith and Mr. R. G. Wood for the diagrams; 
and Miss P. Black for typing the script. 
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DIFFUSE PULMONARY EMPHYSEMA 
AND PAPILL@DEMA 


P. O. LEGGAT 
M.D. Aberd., M.R.C.P. 
CONSULTANT CHEST PHYSICIAN, 
THE CHEST CLINIC, NEWCASTLE UPON TYNE 


PAPILLG@DEMA, as a complication of gross pulmonary 
emphysema, was first noted by Cameron (1933). 24 other 
cases have since been recorded (Loman and Dameshek 
1945, Meadows 1947, Beaumont and Hearn 1948, Simpson 
1948, 1954, Carter and Fuller 1951, McCann 1951, 
Mithoefer 1952, Westlake and Kaye 1954, Rossini and 
Lugaresi 1955, Laterza and Valassi 1956, Seiker and 
Hickham 1956, Austen et al. 1957, Conn et al. 1957). 


Case-report 

A man, aged 36, had for many years had recurrent attacks 
of severe bronchitis associated with increasing dyspnoea of 
effort. Originally a miner, he had been forced by his illness 
to take progressively lighter work. With the passage of the 
years, the bouts of bronchitis had become more incapacitating. 
For twelve months before admission to hospital, he was 
troubled by recurrent attacks of severe frontal headache 
aggravated by coughing and bending. For six months he had 
noted failing vision so that even with a bright light he had 
difficulty in reading a paper. He was admitted to the chest 
unit, Walker Gate Hospital, on Aug. 24, 1957, with a severe 
degree of right heart failure. Throughout his stay in hospital 
his blood-pressure varied between 110/70 and 120/70 mm. Hg. 
There was obvious finger clubbing and central cyanosis. The 
heart-sounds were faint but normal. The chest was barrel- 
shaped and fixed in practically full inspiration. There were 
scattered rhonchi throughout most areas of both lungs and 
persistent medium coarse moist sounds at both bases. There 
was gross bilateral papilledema with numerous flame-shaped 
hemorrhages, especially close to the swollen optic discs. The 
appearances were more striking on the right side. There was 
myoclonic twitching of the facial muscles while the patient 
was asleep. The Wassermann reaction was negative. 

On Aug. 24 digoxin, intramuscular aminophylline, and 
intermittent oxygen therapy were started. He was also given 
chloramphenicol to combat any respiratory infection. One 
dose (2-0 ml.) of mersalyl was given on admission. Next day 
aminometradine 200 mg. three times a day was started, to 
alternate with acetazolamide 250 mg. three times a day. The 
latter was rapidly increased to 1:25 g. a day; he was finally 
stabilised by Aug. 28 on acetazolamide 250 mg. twice a day, 
alternating with aminometradine 200 mg. twice a day. A salt- 
free diet was started and the fluid intake was restricted to two 
pints a day. An electrocardiogram (£.c.G.), forty-eight hours 
after admission, showed a severe right ventricular strain 
pattern with right ventricular hypertrophy. On Aug. 26 the 
haemoglobin was 13-9 g. per 100 ml., and the packed cell volume 
49°.,; the red and white blood-cells appeared normal. On 
Aug. 27 the plasma-alkali-reserve was 62 vols. CO, % (28-0 
mEq. of bicarbonate per litre). A radiograph of his chest on 
Aug. 29 showed the radiographic changes associated with 
emphysema and a heart of normal shape and size. The skull 
was radiographed the same day and appeared normal. 

A week after admission, in spite of very rapid improvement 
in his heart-failure, the patient still had gross papilledema and 
complained bitterly of his headache. At lumbar puncture, the 
cerebrospinal fluid (C.s.F.) was at a pressure of 210 mm., with 
a normal Queckenstedt test. There was no pleocytosis, the 
chloride content was 715 mg., sugar 64 mg., and the protein 
40 mg. per 100 ml. As the headaches remained very trouble- 
some and the papilledema unchanged, in the absence of 
obvious clinical hypercapnia, it was decided to carry out a 
ventriculogram. This was completely normal. 

On Sept. 16 the plasma-alkali-reserve was 56-7 vols. (25-3 
mEq.), serum-sodium 143 mEq., serum-potassium 4-3 mEq., 


and serum-chloride 105 mEq. per litre. On Sept. 19 an E.c.c. 
showed some improvement in the right ventricular strain 
pattern. On Sept. 23, though there was no clinical evidence of 
heart-failure, the arm-to-tongue circulation-time (using calcium 
gluconate) was 16 seconds (average of three readings). 

On Sept. 27 the CO, spirogram showed a moderate mixing 
defect. The expiratory flow-rate was considerably reduced, 
with a vital capacity of less than 2 litres. The alveolar CO, 
content was not above normal limits. The pH of the whole 
blood was 7-37, with an arterial plasma-CO, of 56-8 vols. %,, 
equivalent to an arterial CO, tension of 43 mm. Hg. The 
oxygen saturation at rest was 91°%,. This picture suggested a 
ventilatory perfusion defect due to emphysema. The patient 
was no longer orthopneeic, though he was still very breathless 
on effort, his exercise-tolerance being limited to twenty yards 
on the flat. His papilleedema had improved very considerably, 
and there were now no hemorrhages. Though he still had 
headaches, they were less frequent and less severe. 

At lumbar puncture the C.s.F. pressure was 195 mm., with 
no pleocytosis and normal chemical findings. There was no 
clinical evidence of heart-failure, and the venous pressure in 
the antecubital vein at the level of the right auricle was 7-7 cm. 
(normal 4 to 8 cm. (Friedfeld and Fishberg 1934) ) of saline. 
The patient was finally allowed home on digoxin 0:25 mg. 
twice a day, aminometradine 200 mg. twice a day alternating 
with acetazolamide 250 mg. twice a day, no added salt with 
his meals, and fluid intake restricted to two pints a day. Since 
discharge his breathing has not improved further, and headaches 
continue to be intermittently troublesome. The papilla:dema 
has not recurred. 


Discussion 


Although papilloeedema may be associated with hyper- 
capnia (Simpson 1948, Mithoefer 1952, Westlake and 
Kaye 1954), it can apparently persist in its absence, as in 
the above case. This absence of hypercapnia in the 
presence of persistent gross papilleedema, severe head- 
ache, and altered consciousness may make it difficult to 
exclude cerebral tumour without special investigations. 
There is no doubt that both hypercapnia and heart-failure 
will produce a considerable rise in the cerebrospinal-fluid 
pressure, but in heart-failure this is not associated with 
papilleedema (Friedfeld and Fishberg 1934). 

Acetazolamide (‘ Diamox’) will produce a_ useful 
reduction in the bicarbonate level of the plasma, though 
the process is self-limiting. When it is given in hyper- 
capnia, a respiratory acidosis tends to be converted to a 
metabolic acidosis (Heiskell et al. 1954, Bell 1955, Zuniga- 
Caro and Orrego-Puelma 1957). It must not be used in 
the presence of hepatic insufficiency, because it interferes 
with the excretion of ammonium ions (Van der Straeten 
and Vermeulen 1956). 

In this patient the plasma-bicarbonate fell from 28-8 
mEq. per litre to 25-3 mEq. Some of the change may well 
have been due to relief of the heart-failure, producing 
improved respiratory function. Aminometradine pro- 
duces a predominantly chloride ion loss in the urine, and 
therefore compensates for the metabolic acidosis pre- 
viously produced by the acetazolamide. 


Summary 


A case is described of diffuse pulmonary emphysema 
with papillceedema and heart-failure. 

Papilleedema may be associated with hypercapnia and 
a rise in the cerebrospinal-fluid pressure, but it can persist 
for some time in the absence of both. Difficulties may 
arise in distinguishing the condition from cerebral tumour 
because of the persistence of the papilleedema and severe 
headache after the heart-failure and the hypercapnia have 
been relieved. 
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Continued alternating use of acetazolamide and 
aminometradine is a possible means of partially relieving 
the respiratory acidosis. 


I am indebted to Mr. L. P. Lassman for the ventriculogram, and 
to Dr. L Feinmann for the pulmonary function tests. 
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EFFECT OF RESERPINE ON VASOCONSTRICTION 
CAUSED BY SYMPATHOMIMETIC AMINES 


NORADRENALINE was shown by Schmiterléw! to be 
present in extracts of arteries, and recently we observed 
that when rabbits and dogs were treated with reserpine 
this noradrenaline was no longer to be found.? Nicotine 
(or acetylcholine in the presence of atropine) injected 
into the fluid perfusing a rabbit’s ear causes vasoconstric- 
tion, and we also observed that this vasoconstrictor effect 
was absent when the ear was taken from a rabbit which 
had been treated with reserpine. We concluded that 
nicotine caused vasoconstriction by releasing noradren- 
aline from the artery wall. Carlsson et al.* saw that 
tyramine failed to cause the usual increase of blood- 
pressure in cats treated with reserpine. We have now 
confirmed this, using the spinal preparation, and have also 
observed that tyramine fails to cause contraction of the 
nictitating membrane of the cat treated with reserpine. 
We have also found that tyramine, which causes vasocon- 
striction of the perfused hindleg of the dog, fails to do so 
if the dog is treated with reserpine. If, however, nor- 
adrenaline is infused into the blood during 20-30 minutes, 
then (after the infusion has stopped and its constrictor 
effect has disappeared) tyramine causes constriction. 

Further, we have observed that the constrictor effect 
of tyramine in the perfused rabbit ear is greatly reduced 
when the rabbit has been treated with reserpine. We have 
therefore reached the provisional conclusion that tyramine 
acts on the blood-pressure, on perfused vessels, and on 
the nictitating membrane by liberating noradrenaline from 
the store in the artery walls or from a store which is 
probably present in the nictitating membrane. 

We have found that ephedrine and amphetamine have 
little pressor action in the spinal cat treated with reserpine 
and they fail to cause contraction of the nictitating mem- 
brane. Their constrictor action in the perfused rabbit 
ear is greatly reduced when the rabbit is treated with 
reserpine. 

Hence nicotine, acetylcholine, tyramine, ephedrine. 
and amphetamine form a group whose vasoconstrictor 
action is greatly reduced or absent in the vessels of an 
animal treated with reserpine. We know that such vessels 
have lost most or all of the noradrenaline which is 
ordinarily present. 


J. H. Burn 

M.D. Cantab., F.R.S. 
Department of Pharmacology, M. J. RAND 
University of Oxford PH.D. Sydney 
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AN ELECTRICAL DEVICE FOR DECONDITIONING 


IN the course of attempts to treat a case of spasmodic torti- 
collis apparatus was required which would deliver an electric 
shock to the patient whenever his head was rotated by the 


pathological movement. After only partially successful 

attempts with an electronic 

stimulator it was decided to 

modify an “ electric fence ” 

= Be type used in agri Contact 
piece 


“The machine, made by 
Wolseley Engineering Ltd., 
has certain advantages; it is 
battery-operated by a long- 
life 6V accumulator; it is 
self-starting when the pri- 
mary circuit is closed; it is 
fairly light and portable; and 
it is safe for continuous 
operation because its safety 
does not depend on the 
integrity of capacitors. 

Briefly, the instrument 
consists of a transformer. 
When the primary is closed 
with a 6V battery in series, 
an induced shock is 
delivered at the secondary 
connections, and the trans- 
former core, acting as a 
simple electromagnet, ini- 
tiates the contact breaker to 
start repetitive cycles. 

The present patient, lying 
down, had a gravity- 
operated mercury switch 
strapped by elastic to his 
head. The switch was 
oriented so that the primary 
circuit was closed when his 
head rotated 30-40° to the 
right. The secondary cir- 
cuit was led to a contact 
piece, on the left arm, which 
consisted of 2 brass plates 2 x 2 cm. attached to a sheet 
of ‘ Paxolin ’, about 40 cm. apart. No electrode jelly or solution 
was required, because the high-voltage output made skin 
resistance an unimportant factor. 

The machine had to be modified because the shock was 
much too strong for the present purpose. Ten layers were 
stripped off the secondary winding. This was tedious, and, 
in the light of other modifications, was probably quite unneces- 
sary, because a potentiometer of lower resistance across the 
secondary would have served. When this had been done, the 
shock was still far too intense, and two potentiometers were 
introduced, one in series with the primary, and one across 
the secondary in parallel. The potentiometer in the prim- 
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ary circuit was of 500 ohms and acted both to reduce the 
secondary output and as a speed control. The repetition-rate 
increases with a fall in primary voltage. The potentiometer in 
the secondary circuit was of 50,000 ohms and provided a range 
of stimulus intensity which was quite reasonable in the present 
circumstances. 

The case in which the machine was tried was exceptionally 
severe, but three weeks’ use of the machine produced improve- 
ment. The equipment is described because it may be useful 
to others using deconditioning therapy. It may prove to be 
a silent substitute for the electric bell in enuresis alarms. 
The photograph shows the complete apparatus. 

R. G. WILLISON 
M.A., B.M. Oxon., M.R.C.P.E. 


Department of Neurology 
Radcliffe Infirmary, 
Oxford 
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Chronic Bronchitis, Emphysema, and Cor Pulmonale 
C. H. STUART-HARRIS, M.D., F.R.C.P., Sir George Franklin 
professor of medicine, University of Sheffield; T. HANLEY, M.D., 
M.R.C.P., lecturer in medicine, University of Sheffield. Bristol: 
John Wright. 1957. Pp. 252. 42s. 


Recent Trends in Chronic Bronchitis 
Editor: NEVILLE C. OSWALD, M.D., F.R.C.P., physician, St. 
Bartholomew’s and Brompton Hospitals, London. London: 
Lloyd-Luke. 1958. Pp. 191. 30s. 

THESE books come from centres which in recent years have 
made notable contributions to the literature on chronic bron- 
chitis. The views they express are therefore the fruits of 
broad experience and every aspect of the subject is covered 
thoroughly. 

The challenge of chronic bron s has been met by workers 
in many specialties, and sections are devoted to contributions 
from pathology, applied bacteriology, radiology, cardiology, 
and respiratory physiology. The chapter on pathology by 
Dr. Lynne Reid in Dr. Oswald’s book is outstanding, and a 
critical analysis by Professor Stuart-Harris and Dr. Hanley 
of current theories about the pathogenesis of cor pulmonale 
is particularly stimulating. For some time interest has been 
focused on the relationship between social and environmental 
factors, such as cigarette smoking and atmospheric pollution, 
and chronic bronchitis, and the relevant field work and 
epidemiological studies are presented and discussed. Dr. 
Oswald’s book also contains a chapter on chronic bronchitis 
in general practice. Both works are first-class expositions of 
the current investigative approach to chronic bronchitis and 
its clinical management. 

Comprehensive accounts of this kind will not, of course, 
appeal to everyone. Despite the intensive effort put into 
research on chronic bronchitis, the yield of important dis- 
coveries has so far been scanty, and readers who seek informa- 
tion only about advances of clinical significance may prefer to 
get it in shorter form. And readers specially interested in chest 
disease may also find the going heavy since they will already 
be familiar with the gist of most of the work discussed. But 
both books can be strongly recommended as authoritative 
appraisals of the contributions from many specialties— 
pathology, bacteriology, radiology, epidemiology, cardiology, 
and respiratory physiology—to the fight against chronic 
bronchitis. 


Endocrine Aspects of Breast Cancer 
Editor: ALASTAIR R. CURRIE, B.SC., M.B., F.R.C.P.E., senior 
lecturer in pathology, University of Glasgow. Edinburgh and 
London: E. & S. Livingstone. 1958. Pp. 340. 37s. 6d. 

Even when a particular form of cancer is considered from 
what seems a limited aspect, the many methods appropriate 
to its investigation may occasion not only interest but bewilder- 
ment. Great credit is therefore due to the organisers of the 
recent Glasgow conference on endocrine aspects of breast 
cancer for an attempt to integrate current thought on this 


- 


subject. The proceedings, published with great dexterity within 
six months of the conference, record the activities of many 
research centres throughout the world. They are brilliantly 
edited and summarised to give a concise picture of what is 
going on. 

The material has been grouped under four main headings— 
clinical and pathological aspects of hormonal sensitivity, 
hormone studies, and experimental pathology. The results of 
adrenalectomy and of pituitary irradiation and ablation in 
breast cancer are described in detail, and the section on pathology 
includes a number of interesting reports correlating the histo- 
logical appearances of the breast, gonads, adrenals, and hypo- 
physis. Hormonal studies include important contributions on 
the assay of pituitary factors and urinary cestrogens, and the 
experimental section records recent work in animals. The book 
ends with a discriminating summary, which is a well-balanced 
and easily absorbed account of the whole subject. Those con- 
cerned in the treatment of breast cancer and in cancer research 
have good reason to thank Dr. Currie and those who helped 
him to prepare so up-to-date a book. 

Roentgen Diagnosis of Abdominal Tumours in 
Childhood 
CHARLES M. NICE, Jr., M.D., PH.D., ALEXANDER R. MARGULIS, 
M.D., Leo G. RIGLER, M.D., department of radiology, University 
of Minnesota Medical School. Springfield, Ill.: Charles C. 
Thomas. Oxford: Blackwell Scientific Publications. 1957. 


Pp. 75. 30s. 
THE authors emphasise the value of collecting all possible 
information about an abdominal mass before planning treat- 
ment and considering diagnostic laparotomy; and they believe 
that radiology has much to offer. The careful interpretation 
of plain films and observation of the displacements of sur- 
rounding organs is shown to yield valuable information about 
the origin and nature of many tumours. 

The book is intended for radiologists, pediatricians, and 
surgeons. There are no technical details of special radio- 
graphic methods, such as presacral insufflation, though their 
scope is discussed. The tumours are classified on a regional 
basis; and in the discussion of the different types of mass 
the clinical and pathological comments seem to be too brief 
to be of much value to clinicians, though they may serve as 
useful reminders to radiologists. The illustrations are adequate 
and well chosen to bring out particular points. There are many 
references to the opinions of other authorities, and the authors’ 
personal experience is evident in a sound though rather long 
exposition. 

The book is helpful in reconsidering the uses of radiology 
in the investigation of abdominal masses in children, and it 
makes no exaggerated claims. 


Parasitology in Relation to Clinical Medicine 
K. D. CHATTERJEE, M.D., physician, R.G. Kar Medical College 
Hospitals, Belgachia, Calcutta. Published by the author, 6, 
Amrita Banerjee Road, Kalighat, Calcutta 26, India. 1957. 
Pp. 185. Rs. 12.50. 

Tuts book provides, the author explains, the basic facts 
contained in his larger work, Human Parasites and Parasitic 
Diseases; and it is designed for medical students and others 
who want a handy reference book. The 76 illustrations add 
greatly to its value and there are 6 good coloured plates. 

Some readers will not agree that parasitism can be adequately 
defined as “the relation that exists between parasites and 
hosts”, that mutualism, symbiosis, and commensalism are 
subsections of parasitism, or that the word infection refers to 
internal parasites and infestation to external parasites. But 
these and some other debatable statements in the general 
introduction do not detract from the value of the rest of the 
book, which is a well-arranged compendium of the basic facts 
of human protozoology and helminthology. The emphasis is 
on biology, pathology, clinical signs, and diagnosis; for ampli- 
fication of the brief notes on prophylaxis and treatment the 
reader must turn to larger works. 
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Hypothermia 

HYPOTHERMIA was introduced as an aid to surgery 
some eight years ago, and its value has proved to be 
greatest in cardiovascular and cerebral operations. 
There are two main methods of inducing hypothermia 
—surface cooling and blood-stream cooling—and both 
are used in conjunction with general anesthesia. 

Surface cooling was first undertaken experimentally by 
SIMPSON and HERRING in 1905,' then in man by TEMPLE Fay ” 
in treating carcinoma, and subsequently in Toronto by 
BIGELOw et al.,* who pioneered its present uses. The methods 
of cooling include packing the body in ice, immersion in cold 
water, applying a cooling blanket, and directing a stream of 
cold air over the surface of the body. These are by far the most 
widely used methods, and although perhaps rather slow have 
proved satisfactory. 

Blood-stream cooling was introduced by BOEREMA ‘ in Holland 
and DELORME ®* in this courftry, who made an arteriovenous 
shunt via an extracorporeal cooling coil. This was improved by 
Ross,* who made a venovenous shunt by sucking the blood out 
of the superior vena cava through a catheter, pumping it 
through a cooling coil, and returning it to the inferior vena cava. 
Blood-stream cooling, which has been very successful in the 
hands of Brock and Ross,’ has the advantages of speed of 
induction and the choice of not using it until the chest has 
been opened and the necessity for it determined. 

The main complication of hypothermia is ventricular 
fibrillation; but the incidence of this has been greatly 
reduced since it was realised that a temperature of 
28-30°C is satisfactory for most purposes. Cardiac 
arrhythmia may be avoided by preventing the tempera- 
ture falling below this level, and by ensuring that there 
are no temperature gradients between different parts of 
the body, and that the temperature falls steadily without 
sudden changes. The long action and delayed inactivation 
of anzsthetic drugs, notably the barbiturates and curare, 
may cause complications during re-warming unless 
great care is taken. Otherwise surprisingly few disadvan- 
tages have manifested themselves. The experimental 
work of SaRajas et al.* on dogs raises one disturbing 
point. They showed that dogs which were subjected to 
hypothermia and then killed some time after recovery 
showed considerable pathological changes in the myo- 
cardium, in the form of localised fibrinous pericarditis 
and multiple small areas of myocardial necrosis. 
These necrotic areas healed rapidly and were replaced 
by scar tissue, and were not fatal. Sarajas et al. sug- 
gested that these numerous small infarctions might 
cause cardiac arrhythmias if they developed in the 
conducting tissue of the heart. No evidence has yet 
been reported of similar findings in man; but clarifica- 
tion of this point is urgently needed. On the other hand 
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McMILLAN et al.® showed that the work potential of the 
hypothermic dog heart was not diminished and that 
there was no evidence of failure in the clinical range of 
28-37°C. 

The clinical use of hypothermia has been very widely 
reported in Canada, where it originated, and in this and 
other countries—notably the United States.°" In 
cardiac surgery it enables operations to be carried out 
on the heart with the circulation arrested for up to 
8 minutes in comparative safety, and in many cases the 
circulation has been arrested for as long as 12-14 
minutes. With hypothermia it has proved possible to 
repair atrial septal defects of the secundum type,'? and 
to make an open direct-vision approach to lesions of the 
pulmonary and aortic valves and in infundibular pul- 
monary stenosis. Hypothermia has been used also, 
though not so successfully, in some cases of ventricular 
septal defect. In vascular surgery it is used mainly for 
resecting aneurysms where the aorta needs to be 
occluded longer than the 20 minutes which is normally 
the longest time compatible with survival of 
the spinal cord.'* Hypothermia can increase this time 
threefold. (For operations on the aorta distal to the origin 
of the renal vessels there is no need for hypothermia.) 
Despite hypothermia paraplegia due to thrombosis of the 
spinal arteries develops occasionally in cases where the 
blood-flow is arrested during aortic occlusion—particu- 
larly occlusion of the lower thoracic aorta. Hypothermia 
is also used in neurosurgery where the internal carotid 
vessels have to be occluded either in the neck in order to 
remove a lesion in the artery '* or inside the skull in 
order to deal with a ruptured aneurysm."® The shrinkage 
of the brain produced by hypothermia and the associated 
hypotension may be useful also in other neurosurgical 
operations. 

The experimental use of deep hypothermia down to 
temperatures around 0°C has been reported by ANDjus '® 
and SMITH '’ in small animals and by Lewis '* in dogs. 
At these temperatures respiration is arrested, and then 
the heart slows and finally is arrested somewhere below 
10°C. The technique of inducing deep hypothermia in 
this way bears little relation to clinical methods, but in 
rats and hamsters recovery-rates of up to 75°, have been 
obtained. In larger animals such as dogs results are not 
yet so good, and it remains to be seen whether this 
technique can be improved sufficiently for it to be applied 
eventually in cardiac surgery. Owing to the virtually 
complete cessation of metabolic activity at these low 
temperatures, the method offers the possibility of almost 
unlimited time to operate on the arrested heart and on 
the brain. 

9. McMillan, I. K. R., Coon; Bi R. B, Staineby, w., Welch, G. H. ‘nen, 
1957, 12, 208. 

10. Cookson, B. A., Neptune, W. B., pte < P. Dis. Chest. 1952, 22, 245 

11. Swan, H., Zeavin, .» Holmes, lH ., Montgomery, V. Ann. Surg. 1953, 

12. £35, 300 E., Sellors, T. H., eee W.; Belcher, J. R., Besterman, 


Lancet, 1957, i, 1 
13. Pontius, R. G., Brockman, H. L., Hardy, E. G., Cooley, D. A., 


aan I E. Surgery, 1954, 36, 33. 

14. Edwards, C., Rob, C. Brit. med. ‘A 1956, ii, 1265. 

15. Botterell, E. as Lou «to Ww. , Scott, J. W., 
F. Neurosurg. 1956, 

16. Andjus, R. F. Phat: 1955, 128, 547. 

17. Smith, A. Proe roy. Soc. B. 1957, 147, 533. 

18. Lewis, F. J. Physiology of Induced Hypothermia; p. 143. Washington, 
1956. 


Vandewater, S. L. 





676 LEADING 


THE LANCET 


ARTICLES 





It was to be expected that, with the development of 
machines for extracorporeal circulation, heart-lung 
bypass and hypothermia should be combined in order 
to gain the advantages of each method. Results so far 
show that a low-flow heart-lung bypass of about 30 ml. 
per kg. body-weight per min. combined with hypothermia 
to 28°C may be successful.'**° The induction of hypo- 
thermia by an extracorporeal circulation is simple, 
and the design of the bypass machine may be simpli- 
fied because of the reduced demands on it. Reduction 
of the body-temperature below 20°C by surface cooling 
is very difficult, but with a bypass much lower tempera- 
tures can be reached.*! Use of the bypass pump is also 
a major factor in successful re-warming, and, if no 
serious pathological changes are found to be caused by 
these temperatures, the combination of hypothermia 
and a low-flow bypass at temperatures around 10°C may 
be the best of all the methods discussed here. Possibly 
this will be the most satisfactory method of cardiac 
arrest for more than an hour—which will be necessary 
in order to tackle the remaining unsolved problems of 
congenital and acquired heart-disease. About 1'/, 
hours is the limit of heart-lung bypass under present 
conditions. Another approach, which is also still 
experimental, consists in localised cooling of individual 
organs, such as the brain.’ ** It must be emphasised 
that these approaches are purely experimental, and if 
ever they can be applied clinically it will not be for a 
long time. 

Of the existing techniques of hypothermia and heart- 
lung bypass it is too early to suggest which is the best 
for a given case, since the choice depends on the skill 
and experience of the particular team. 


Cardiac Fibrillation 

ATRIAL fibrillation is one of the commonest 
arrhythmias. Its most usual causes are mitral-valve 
disease, thyrotoxicosis, ischemic heart-disease, and 
constrictive pericarditis; occasionally it arises as an 
isolated abnormality.2* The mechanism of fibrillation 
has been extensively studied, with contributions first by 
Sir THomas Lewts,”* later by PRINZMETAL et al.,”° * and 
most recently by Burn et al.?”"*!_ Lewis * believed that 
atrial fibrillation was due to a circus movement which 
pursued an irregular path through the atria round the 
venz cave, sending off irregular daughter waves to the 
remainder of the atrial mass. This view was widely 
accepted until PRINZMETAL et al.,”° using techniques 
of high-speed cinematography that had not been 


developed in LEwiIs’ time, were able to show the atrial 
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contraction wave in minute detail. These workers 
produced arrhythmias by damaging the atrium with 
aconitine, freezing, or electrical stimulation. The 
cinematographic studies revealed two features—minute 
irregular contractions (M waves) continuously present, 
and large rhythmic contractions (L waves). The M 
waves could not be seen with the naked eye, but the 
L waves formed the visible contractions in the fibrillat- 
ing atrium. They did not pursue a circus movement, 
and no daughter waves were seen. Simultaneous 
oscillographic observations of the intrinsic deflection 
produced at various points in the atria confirmed the 
absence of circus movement and showed that the 
arrhythmia was due to discharge from a single ectopic 
focus. Graded damage to atrial muscle was found to 
produce, in succession, ectopic beats, atrial tachy- 
cardia, atrial flutter, and finally fibrillation, the type 
of arrhythmia depending on the speed of discharge 
from the focus. When the rate of discharge from the 
focus exceeded a critical level, flutter gave way to 
fibrillation. 

This unitary concept of atrial arrhythmias has now 
been generally accepted, but there is much to be said 
for maintaining a clinical differentiation. These various 
arrythmias have important practical differences; fibrilla- 
tion causes a totally irregular ventricular rhythm, while 
flutter is associated with a regular ventricular action 
with atrioventricular block—usually 2 or 3 to 1. Flutter 
can sometimes be distinguished clinically from atrial 
tachycardia (with 1 to 1 atrioventricular response) 
by noting pulsation in the jugular venous pulse at double 
or treble the ventricular rate. Carotid-sinus pressure 
may abolish atrial tachycardia but merely increases the 
atrioventricular block in flutter, whereas it has no effect 
on fibrillation. There are also important cardiographic 
differences, the characteristic “saw-tooth” flutter 
waves being usually well seen in standard lead 1, in 
contrast to the abnormal (often inverted) P wave with 
1 to 1 atrioventricular response in atrial tachycardia, 
and the totally irregular F waves of fibrillation. But 
in some cases. as might be expected, the F waves of 
fibrillation clesely resemble those of flutter, when the 
arrhythmia is sometimes termed “ flutter-fibrillation ”. 
The implications of these arrhythmias also differ. 
Atrial tachycardia arises commonly in patients with 
otherwise normal hearts, and may be associated with 
the accelerated conduction (Wolff-Parkinson-White 
syndrome **), Flutter develops sometimes, and fibrilla- 
tion commonly, in rheumatic heart-disease, in which 
atrial tachycardia is less common. 

The local physicochemical abnormalities in the atria 
which induce fibrillation have been investigated by 
Burn et al.?7*!_ Atrial fibrillation can be produced in 
the heart-lung preparation of the dog,’ and in the 
isolated rabbit heart,®® by electrical stimulation at 
frequencies of 500-800 per minute in the presence of 
acetylcholine. Burn et al.* suggested that acetylcholine 
maintained fibrillation by its excitatory action on atrial 
tissue, which is normally not evident because of its 
overriding inhibitory action on the pacemaker. If 
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the pacemaker is bypassed by rapid electrical stimula- 
tion, the excitatory action is revealed and fibrillation 
results. BURN et al.”* showed that infusion of potassium 
chloride caused fibrillation to be supplanted by sinus 
rhythm, and thought that an increase in membrane 
permeability to potassium ions with increased loss 
of potassium was probably concerned in the pro- 
duction of fibrillation. Acetylcholine may directly 
change the tissue stimulated so that it becomes an 
ectopic focus, but its action in maintaining fibrilla- 
tion after stimulation has ceased may not necessarily 
be due to any alteration at the point of stimulation. 
Failure to restore normal rhythm by tying off with a 
ligature the stimulated portion of atrium suggested 
that this was not acting as an ectopic focus. HOLLAND 
and BurRN® claimed that, when the atria contract, 
sodium enters the cell, and potassium leaves the cells. 
Restoration of the potassium within the cells is less 
likely if the external concentration of potassium is 
low, and this may be why the low potassium concentra- 
tion favours fibrillation. Harris and HUTTER * showed 
that the cell membrane is much more permeable to 
potassium in the presence of high concentrations of 
acetylcholine, which greatly shortens the refractory 
period.** When the external concentration of potassium 
is raised, fibrillation ceases.2* Thus the experimental 
production of fibrillation depends on three factors: 
a low concentration of potassium, a high concentration 
of acetylcholine, and electrical stimulation at a high 
rate. Fibrillation having been produced, it will continue 
after stimulation has ceased if the acetylcholine con- 
centration remains high and the potassium concentra- 
tion low. Quinidine, which increases the duration of the 
action potential, arrests fibrillation, possibly owing to 
a decrease in permeability of the cell membrane to 
potassium.*° 9° PRINZMETAL et al.”* believe that quinidine 
abolishes fibrillation either by lengthening the refrac- 
tory period or by depressing the ectopic focus. The 
work of BurRN and his colleagues suggests that the former 
may be the primary mechanism. 

Ventricular fibrillation is often a terminal event in 
severe heart-disease; but, since the advent of cardiac 
surgery, it has proved reversible. In animals ventricular 
fibrillation constantly develops when the body tempera- 
ture falls below 20°C,*’ and is often irreversible. The 
same hazard exists at higher temperatures during 
hypothermia for cardiac surgery, such as the closure of 
atrial septal defects,** when it can sometimes be reversed 
by rewarming and by the electrical defibrillator. 
COOKSON et al.*® suggested that sudden release of caval 
clamps flooded the heart with a high concentration of 
adrenaline released from the adrenal glands by anoxia, 
and dammed back in the caval blood during clamping. 
But NEIL et al. found that the circulatory occlusion 
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produced by clamping the cave caused considerable 
metabolic acidosis, which might be related to ventricular 
fibrillation. LyNN et al.*! reported that controlled 
respiration has a protective action, possibly by maintain- 
ing blood-pressure and coronary circulation. Swan ” 
and SELLICK ** believe that injection of neostigmine 
into the coronary circulation via the proximal aorta 
before the heart is opened confers much protection 
against fibrillation; and PREVEDEL et al.‘* suggested 
that this effect was due to accumulation of acetyl- 
choline. Thus the available evidence suggests that 
ventricular fibrillation may not be due to the same 
mechanisms as atrial fibrillation. In atrial fibrillation 
excess of acetylcholine seems to be an important 
precipitating factor, in contrast to its protective action 
against ventricular fibrillation. 

Burn * has also studied ventricular fibrillation pro- 
duced by electrical stimulation. He and his colleagues 
noted that acetylcholine had no action in preventing 
or inducing ventricular fibrillation in animals. After 
stimulation had ceased, fibrillation would continue if 
the potassium concentration was reduced, and cease if 
the potassium concentration was increased. When the 
calcium concentration was also reduced fibrillation did 
not occur, suggesting that spontaneous fibrillation may 
be due ‘to a rise in the calcium/potassium ratio, as was 
suggested by MEeLRosg,** rather than to the fall in 
potassium. Perfusion with adenosine triphosphate 
(A.T.P.) caused reversion to sinus rhythm. Since A.T.P. 
does not penetrate the cells, this effect cannot be due to 
metabolic processes within the cell; but it may be due 
to combination with calcium ions in the cell mem- 
brane, causing a fall in calcium concentration. Both 
magnesium and chelating agents such as sodium 
edetate (‘Versene’), which binds calcium ions, also 
arrested fibrillation.** In dogs intravenous quinidine 
sulphate has been shown to give significant protection 
against ventricular fibrillation.** Curiously enough, 
BurN * reported that cooling from 37°C to 32°C caused 
fibrillation to be replaced by sinus rhythm, while 
rewarming to 37°C again produced fibrillation. The 
confusion about the cause of ventricular fibrillation at 
low temperatures has been pointed out by Scurr.* 
For example, SEALY et al.** thought that fibrillation 
following hypercapnoea was due to a high concentration 
of potassium, while Swan et al.*® regard hypokalaemia 
as the cause. 

An obvious difficulty in assessing the cause of fibrilla- 
tion is that this arrhythmia is the final common path 
of cardiac failure in hearts damaged by a variety of 
conditions. Whatever the mechanism, it is clear that 
electrolyte disorder (especially disturbances of calcium- 
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potassium balance), extreme cold, and severe cardiac 
disease (notably ischemia) are potent causes. It is 
especially interesting that acetylcholine, which in the 
animal heart plays so important a part in the main- 
tenance of atrial fibrillation, has no effect on ventricular 
fibrillation under the same conditions, and in the 
cooled human heart apparently prevents ventricular 
fibrillation. 


Metabolic Effects of Brain Injury 


THE earliest experimental evidence that cerebral 
injury may produce metabolic disturbances was obtained 
by CLAUDE BERNARD in a famous experiment in which 
damage to the floor of the fourth ventricle of rabbits and 
dogs was followed by hyperglycemia and glycosuria. 
Equally interesting is his further observation, confirmed 
by EckHarp ! and others, that a unilateral lesion placed 
more rostrally in the floor of the fourth ventricle may 
provoke diuresis without hyperglycemia. JUNGMANN 
and MEYER ® later found that this diuresis was accom- 
panied by increased excretion of chloride ions. WIsE * 
has recently demonstrated that bipolar stimulation of the 
caudal portion of the floor of the fourth ventricle in dogs 
results in increased excretion of sodium and chloride. 
All these metabolic effects probably result from damage 
to or irritation of descending fibres which ultimately 
impinge on the sympathetic outflow from the spinal 
cord; BERNARD himself showed that hyperglycemia did 
not occur when the spinal cord had been cut just above 
the sympathetic outflow, and section of the splanchnic 
nerves ' and denervation of the kidney * cause increased 
excretion of chloride and sodium ions. At least the 
hyperglycemic effect is independent of the adrenal 
glands, for it is observed after bilateral adrenalectomy.°® 

In an effort to trace the origin of such descending 
impulses, experimental work has shifted from the 
medulla to higher levels of the brain. The hypothalamus 
is now known to be particularly concerned with water, 
electrolyte, and carbohydrate metabolism; and lesions 
in its various parts may result in hyperglycemia with 
glycosuria,** hypoglycemia,® diabetes insipidus,*® !°'™* 
hyperchloremia with hypochloruria but without poly- 
uria,’ hyperphagia with obesity,'* ™ aphagia," and dis- 
turbances of the normal secretion of corticotrophin.'® !* 
There is evidence too of a “ drinking” centre in the 
dorsal hypothalamus.'? Metabolic effects may also 
result from stimulation of the brain at levels above the 
hypothalamus. Hoff et al.'* claim that in cats electrical 
stimulation of foci on the anterior sigmoid gyri of the 
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cerebral cortex results in renal cortical .:schemia, 
sometimes together with glycosuria. In cats and monkeys 
stimulation of the posterior orbital surface of the frontal 
lobe, of the hippocampal gyrus, and of the tip of the 
temporal lobe causes a moderate rise in the blood-sugar 
level, whereas stimulation of the anterior cingulate 
gyrus causes a fall.'® These sites belong to the limbic 
system (“‘ visceral” brain), which is known to send 
descending connections to the hypothalamus. 

It is therefore not surprising that in man cerebral 
injury causes disturbances of metabolism; and four 
such disturbances—diabetes insipidus, hypothalamic 
obesity, hyperglycemia with glycosuria, and respiratory 
alkalosis—have long been recognised. The first three 
of these are found with lesions which correspond closely 
to those producing similar disturbances in laboratory 
animals. The fourth—respiratory alkalosis—arises when 
over-stimulation of the respiratory centres by irritative 
lesions in the brain-stem causes hyperventilation with 
excessive loss of carbon dioxide and consequent alkalosis. 
Evidence has accumulated of other metabolic lesions 
associated with cerebral injury; and, in particular, two 
different clinical disturbances of sodium and chloride 
balance have become well defined. ALLOTT in 1939 * 
and subsequently other investigators have reported 
hypernatremia and hyperchloremia with hyponatruria 
and hypochloruria in association with cerebral vascular 
accidents, prefrontal leucotomy,”' head injury," pituitary 
tumours,”* and polioencephalitis **; there is no evidence 
of renal damage. The reverse state—hyponatremia and 
hypochloremia with hypernatruria and hyperchloruria 
—has been described in patients with cerebrovascular 
disease, diffuse encephalitis and bulbar poliomyelitis,” 
head injury," and tumours of the posterior thalamus *° 
and of the floor of the fourth ventricle.* * 

As regards the first of these two metabolic disorders, 
a very similar picture of hypernatremia with hypo- 
natruria without renal damage may result from other 
circumstances, such as diabetic coma,’ gastrointestinal 
hemorrhage," and abdominal operation *°; but most 
of the cases arise after cerebral injury. An increased 
intake of water apparently reduces the hypernatremia 
and hyperchloremia. Hypernatremia may also follow 
cerebral injury in the unconscious patient when there 
is water deprivation ** or undetected diabetes insipidus,*° 
or when high-protein diets are taken containing relatively 
large amounts of sodium chloride but inadequate 
amounts of water.*! 

Many workers have been unwilling to recognise 
encephalogenic hypernatremia as a primary entity, 
ascribing it to one or more of the other causes, or to an 
unusual metabolic response to a fall in circulating: blood- 
19. Anand, B. K., Dua, S. Indian }. med. Res. 1956, 44, 121. ? 
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volume.*? But hypernatremia and hyponatruria can 
develop when the patient is on a low-protein and low- 
sodium diet, and can be clearly distinguished by the 
history of fluid loss from simple water deprivation, in 
which, moreover, the urinary concentrations of sodium 
and chloride are initially high. The condition arises 
commonly without evidence of a low circulating-blood 
volume. It differs too from diabetes insipidus in that the 
urinary specific gravity is usually above 1-020 and the 
urinary volume is never excessively high and does not 
exceed the fluid intake, whereas when diabetes insipidus 
follows head injury the urinary output is high and the 
specific gravity low. 

That there is excessive tubular reabsorption of sodium 
and chloride in encephalogenic hypernatremia is clear,?’ 
and in one case increased urinary excretion of aldosterone 
was reported.** Even if it be accepted that hyponatruria 
and hypochloruria result from excessive production of 
this hormone, three questions remain to be answered: 
how is excessive aldosterone production stimulated, how 
does hypernatremia arise (for increased tubular re- 
absorption of sodium could not alone bring this about), 
and how is the site of injury related to the whole con- 
dition ? It is known that lack of antidiuretic hormone 
(A.D.H.) provokes aldosterone secretion *; but A.D.H. 
excretion in the hypernatremic state has not yet been 
estimated, and the clinical evidence against such a 
mechanism has already been stated. HIGGINS et al.™ 
have noted the difficulty of accounting for hyper- 
natremia and hyperchloremia unless these ions are 
transferred from elsewhere in the body; and ALLotT 
has recorded a similar difficulty in explaining where the 
ions go when, during recovery, their plasma-levels fall 
but they do not appear in the urine. It is known that 
hypernatremia with hyponatruria occurs when the orbital 
surface of the frontal lobes or the hypothalamus are dam- 
aged, but the brain has not been exhaustively examined 
at necropsy. In connecting the frontal lobes with dis- 
turbances of sodium and chloride balance, clinical 
observation is ahead of experimental neurophysiology. 

The converse metabolic disturbance—hyponatremia 
with hypernatruria—does not appear to result from 
simple adrenal failure, for no increase of plasma-sodium 
concentration is brought about by administering deoxy- 
cortone or cortisone. These compounds cause retention 
of sodium, chloride, and water as cedema without return 
of the plasma concentrations to normal.” In one 
patient who was fully investigated by Cort,?* the 
excretion of 17-ketosteroids, 17-hydroxysteroids, and 
gonadotrophins was normal, as was the fall in eosinophil 
count after injection of corticotrophin. The experimental 
evidence suggests that cerebral damage could be the 
initiating cause of the sodium loss, but the mechanism 
is not clear. 

The incidence of these disturbances of sodium and 
chloride metabolism after head injury is so high (12% 
of patients who are unconscious after twelve hours 
become hypernatremic and 7°, hyponatremic 2") as 
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to justify routine estimation of plasma and urinary 
sodium and chloride on the third day of coma and then 
at intervals for two weeks. Uncorrected hypernatremia, 
possibly because of hyperosmolarity, and uncorrected 
hyponatremia are associated with a high mortality. 
Estimating only the urinary sodium or chloride con- 
centration may, in these conditions, be very mislead- 
ing.2® These metabolic disturbances support the view 
that extracellular concentrations of sodium and chloride 
are controlled by a central mechanism different from 
that controlling body-water content. It would be 
interesting to learn how such a central mechanism may 
exert an effect on the kidneys and on the movements of 
ions. There is a hint, too, of a pathway from the frontal 
lobes via the hypothalamus into the brain-stem, which 
might well repay the exhaustive attention of the neuro- 
pathologist in fatal cases. 





Annotations 





THE HALIFAX SURVEY 


ANYONE who believes that the standards of health, 
safety, and welfare in British factories are high should 
read A Survey in Halifax,' which contains a report by 
factory inspectors on the 760 factories in this Yorkshire 
town. Although this account covers only one town 
there is no reason to believe that the conditions would 
prove very different in many other industrial towns in 
Great Britain. In nearly 200 factories the general working 
environment was unsatisfactory; in over 200, washing 
facilities, cleanliness, and ventilation were unsatisfactory. 
A few small factories had no water-carriage system of 
sanitation, and in 76 the lavatories were outside the main 
building. A tenth of the factory buildings were dilapi- 
dated and no longer weatherproof. Old rented property 
was often poorly decorated. Many workplaces had poor 
first-aid arrangements, neglecting elementary principles 
of cleanliness and of using dressings. These sordid condi- 
tions, reminiscent of a previous age and seemingly out of 
place in a prosperous society now concerned about the 
threats of good living *, were not just the lot of a few. 
They were more often found in the smaller than in the 
larger factories, but the proportion of manual workers in 
factories with less than 101 operatives is 38% in Halifax 
and 35% in Great Britain. In the 760 Halifax factories, 
which altogether employ 29,000 manual workers, there 
were 12 full-time nurses (9 State-registered, 3 State- 
enrolled assistant nurses) and 4 part-time doctors, who 
served respectively 23 and 21 of the factories. The total 
hours of employment in industry of all these doctors were 
not more than 15 a week. Most of their time was given to 
routine medical examinations, and few observations were 
made of the environment and of persons actually at work. 

In this type of general survey, in which neither workers 
nor their environment can be studied with scientific 
precision, it is not possible to elucidate new or suspected 
hazards or to assess the extent of old ones. Nevertheless, 
some hazardous processes were seen—for example, work 
with brick, silica stone, and fireclay; boiler-scaling, and 
foundry processes. Toxic solvents were widely used— 
often in small amounts, though this did not necessarily 


1. Industrial Health—A Survey in Halifax. report by H Factory 
Inspectorate and Recommendations of the A adbottial Heaicn “Advisory 
Committee. H.M. Stationery Office. 1958. Pp. 20. Is. 6d. 
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mean that there was no danger to health. A few of the 
larger factories in Britain, and the Slough Industrial 
Health Service, have their own industrial hygienists who 
can measure dust and fume concentrations in the atmos- 
phere of workrooms; but the Industrial Health Advisory 
Committee stresses in this report that there is no means 
of getting precise information about environmental 
contaminants in most British factories. 

Several conclusions may be drawn from this report. 
There are probably many factory occupiers in this country 
who are not observing simple rules of factory hygiene. 
Although the cost of this neglect in terms of accident, 
illness, and poor morale cannot be measured, it is only 
common sense to suggest that these rules should be 
observed. The 300 or so factory inspectors responsible 
for routine inspections of some 270,000 workplaces * 
(including docks, warehouses, and building sites) cannot 
do this work on their own. But they could get more help 
with the very small factories from two readily available 
sources: the medical officers of health and their health 
inspectors, who are responsible for inspecting lavatories 
in all factories, as well as cleanliness, overcrowding, 
temperature, ventilation, and drainage of floors in factories 
without mechanical power ; and the 1750 or more appointed 
factory doctors, who examine young persons and those 
employed in certain dangerous trades. They could spend 
more time observing factory conditions and advising 
management where to make improvements. 

A fully comprehensive industrial medical service 
presents serious problems of organisation and supply. It 
may be possible to provide every factory with a doctor and 
a nurse. It is much harder to ensure that the health of 
workers is properly cared for. It is doubtful whether the 
very small undertakings need such services, but there is 
a need for them in the larger factories. In 1949, of the 
4800 factories with 250 or more workers, less than half 
had medical supervision additional to the statutory 
examinations of young persons.‘ There is no reason to 
believe that there has been much change in nine years. 
Here there is scope for immediate expansion. Much of 
the work would have to be done by general practitioners 
in the National Health Service. The Halifax survey has 
shown that they should be trained to practise industrial 
medicine. There are enough university departments of 
social medicine and occupational health to do this with the 
help of the growing body of experienced industrial 
medical officers. This would help the Factory Depart- 
ment in its big task of raising and maintaining standards 
of health, safety, and welfare in factories and other types 
of workplaces—particularly works of engineering con- 
struction and building operations. It could give a 
new interest to general practice and, in time, relieve 
the hospitals of some of their less important routine 
work. 

The survey reveals that an industrial hygiene laboratory 
service is urgently needed. Big cities such as Manchester, 
Birmingham, and Glasgow have no centres to which 
industrial medical officers and factory inspectors may 
readily refer for assistance in measuring exposures 
to contaminants such as dusts, fumes, and ionising 
radiations. 

The growing problems in occupational health have 
been carefully considered by committees of the Govern- 


3. Staffing and Organisation of the Factory Inspectorate. Cmd. 9879. 
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ment, the Royal College of Physicians, the British Medical 
Association, and the Trades Union Congress ; but progress 
has been very slow. The Halifax survey, which upholds 
the traditions of the Factory Inspectorate for careful and 
critical reporting, emphasises again that action to 
develop occupational health services is long overdue. 


SMOKING AND RESTLESS YOUNG MEN 

It is now generally accepted not only that there is an 
association between cigarette smoking and lung cancer, 
but also that cigarette smoking increases liability to lung 
cancer. But some have suggested that people who are con- 
stitutionally predisposed to smoking may also be consti- 
tutionally predisposed to cancer and that the relation of 
smoking and lung cancer may thus not be one of cause 
and effect. A report by Heath ' of differences between 
smokers and non-smokers is therefore of interest. 

In order to study adult development the progress of 
normal college men, selected and examined in the years 
1938-42, was checked by interview and questionary. 
Information about smoking habits was among the data 
collected. The material for Heath’s study was obtained 
from the records of 252 of these men whom it had been 
possible to follow up adequately until 1957. Their ages 
at that time ranged from 33 to 37. 

The men were classified according to their smoking 
habits over the period of observation into non-smokers, 
moderate smokers, and heavy smokers. There were 
61 (24%) non-smokers, of whom 51 had never smoked at 
all, and 10 had smoked only rarely and intermittently 
before 1947; 95 (38%) moderate smokers, of whom 65 
smoked up to 19 cigarettes a day and 30 smoked chiefly a 
pipe or cigars; and 96 (38%) heavy smokers, all of whom 
smoked 20 or more ‘cigarettes a day either continuously 
or for a majority of the observation years. 

When the histories of the 5 heaviest smokers in the 
series were compared with the histories of 5 randomly 
selected non-smokers, temperamental differences between 
the two groups became apparent. The heavy smokers 
tended to be restless, energetic, impulsive, independent, 
interesting men, ardent in the pursuit of enterprises 
which appealed to them, and seeking service during the 
war with combat units; they were apt to run into marital 
difficulties. The non-smokers were bland, steady, 
dependable, hard-working, rather uncommunicative 
family men who tended during the war to gravitate to 
specialised non-combat units. These temperamental 
differences between smokers and non-smokers were 
confirmed when categorised personality traits and other 
distinguishing characteristics were allocated to each 
member of the series and the results subjected to statis- 
tical analysis. Other differences were also observed: at 
college non-smokers liked science, smokers the arts; non- 
smokers tended to choose scientific careers, moderate 
smokers careers in business or medicine; heavy smokers 
had few career preferences, but disliked jobs connected 
with science; and those who indulged more in tobacco 
tended also to indulge more in alcohol and coffee. 

A comparison of smoking habits with a wide variety of 
physiological and medical data gave largely negative 
results, although the heavier smokers tended to be rapid 
breathers and have reduced reflexes. Over the years heavy 
smokers tended to lose weight (although initially they had 
the heartiest appetites), moderate smokers to gain weight, 
and non-smokers to weigh about the same. 

"1, Heath, C. W. Arch. intern. Med. 1958, 101,377. 
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Heath admits that if a different population were simi- 
larly examined it would be unlikely that his findings would 
be exactly duplicated; but he considers that they indicate 
that smoking is a habit acquired, not haphazard, but as a 
consequence of certain personality traits and physiological 
characteristics. It is not difficult to accept that personality 
type may be at any rate one of the factors determining 
whether a man becomes a smoker: bland, judicious, un- 
communicative young men may well be less responsive 
than their more sociable and dashing fellows to such 
influences*in favour of smoking as example and advertise- 
ment, and it also seems likely that addicts with a high 
degree of emotional tension will smoke most heavily. It 
is much less easy to accept the suggestion that the distin- 
guishing features noted in smokers “‘ may have just as 
much right to a place in the etiology of disease as the 
tobacco smoke ingestion itself” —if by disease is meant 
lung cancer. To explain the increase in lung cancer on 
this basis, it would be necessary to postulate that the 
personality pattern of the population was altering, and 
altering in such a way as to make the lungs especially 
susceptible to cancer—a somewhat dubious proposition. 
Again Heath draws no distjnction between the personality 
of cigarette smokers and pipe smokers, and it is difficult not 
to be impressed by the observation ? that cigarette smokers 
who draw tobacco fumes into their lungs are more liable 
to lung cancer than pipe smokers, who are much less apt 
to do so. Certainly from a practical point of view it is 
important to bear in mind the finding? that cigarette 
smokers who give up tobacco reduce their liability to lung 
cancer; for this suggests that the prospects for restless 
young men are reasonable if they can be persuaded to 
abstain. 


SOURCES OF GASTROINTESTINAL BLEEDING 

MAJOR upper-gastrointestinal hemorrhage originates 
from chronic or acute peptic ulcers in over 90% of 
patients seen in London by Avery Jones *; portal hyper- 
tension is responsible in only 3%. In contrast, a third 
of the patients with upper-gastrointestinal hemorrhage in 
the Massachusetts General Hospital are bleeding from 
gastro-cesophageal varices ‘; and in Boston gastritis is also 
a common cause of hemorrhage.’ Such variations, which 
are partly determined by differences in alcohol consump- 
tion, are important because successful management 
depends on accurate diagnosis. 

In patients with peptic ulcer a correct diagnosis is often 
suggested by the history and physical findings, but such 
evidence may be ‘either lacking or misleading. Similarly, 
a history and physical stigmata compatible with cirrhosis 
—particularly splenomegaly or other signs of portal 
hypertension—constitute a valuable guide, but they are 
not invariably found in patients with chronic liver disease. 
In addition, the frequent coexistence of peptic ulcer and 
cirrhosis ® raises a subtle clinical problem regarding the 
site of bleeding. 

When mixed lesions are present precise identification 
of the bleeding site is especially desirable, and this is 
possible only by endoscopy or laparotomy. Emergency 
cesophagoscopy can be done successfully in the ward or, 
like gastroscopy, under anesthesia before operation. Both 
2. Doll, R., Hill, A. B. Brit. med. J. 1956, ii, 1071. 
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6. Lipp, W. F., Lipsitz, M. H. Gastroenterology, 1952, 22, 181. 





techniques are unreliable when bleeding is heavy. Acute 
lesions of the stomach can be shown only by gastroscopy, 
but for identification of chronic ulcers gastroscopy is apt 
to be less satisfactory in men (because they bleed most 
often from duodenal ulcers) than in women. Less direct 
information may be gained by introducing a gastro- 
cesophageal compression balloon, control of the hemor- 
rhage being presumptive evidence of cesophageal varices. 
Alternatively, the staining by blood on a string swallowed 
by the patient ’ may indicate the position of the bleeding 
site when hemorrhage is less severe. 

An emergency barium swallow and meal examination 
is now generally considered reasonably free from risk and 
will usually demonstrate varices or a chronic ulcer.*® 
Portal venography shows varices more accurately * and 
in some centres it can be used as an emergency procedure. 
It has the added advantage of demonstrating preopera- 
tively, the patency or otherwise of the portal vein. In 
patients with acute lesions and negative X-ray findings, 
a history of salicylate consumption, tests of gastric secre- 
tion, or hematological investigations can be helpful. 

Biochemical tests of liver function—especially the 
degree of bromsulphalein retention °—may confirm the 
presence of liver disease, but do not necessarily indicate 
portal hypertension. McDermott " has found the brom- 
sulphalein test unsatisfactory, and advocates estimation 
of the peripheral-vein ammonia content; an increase 
suggests the presence of portal collateral veins (which 
deliver ammonia derived from blood in the intestines direct 
to the systemic circulation) rather than impaired hepatic 
metabolism of ammonia.'? McDermott’s results support 
the value of this test, especially as he has devised a 
qualitative method that eliminates many technical diffi- 
culties. The procedure is still likely to prove too capricious 
for occasional use, but it will be valuable where the possi- 
bility of haemorrhage from varices often presents itself. 

Thus, gastrointestinal hemorrhage of uncertain cause 
can be investigated clinically; the approach will depend 
on the patient, environmental circumstances, and hospital 
facilities. The enlightened integration of medical, radio- 
logical, surgical, and biochemical techniques should 
ensure that few patients with hematemesis or melzna or 
both come to laparotomy (or leave hospital) without its 
origin having been determined. 


A NEW CHAIR IN ANASTHESIA 


A GIFT of £150,000 from the British Oxygen Company 
has made possible a chair of anesthesia at the Royal 
College of Surgeons of England. Making known this 
benefaction last week, Dr. Frankis Evans, dean of the 
Faculty of Anesthetists, announced that Dr. R. F. 
Woolmer, now director of the department of anzsthetics 
at the college, would be the first professor. This is the 
first chair of anesthesia in London, and its creation will 
afford new opportunities for investigation in a department 
that has rapidly made itself a name for vigour and 
ingenuity in research. 





Str ALEXANDER RUSSELL, formerly public health commis- 
sioner with the Government of India, died on March 22 at 
his home in Scotland at the age of 75. 
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THERE is good reason to believe that as a result of 
advances in treatment and improved domiciliary and 
outpatient care, the size and character of the population 
of mental hospitals will gradually change. Yet the institu- 
tional care of the mentally ill remains, and is likely to 
remain for some time, one of the most intractable problems 
of the medical service. Not only are the existing buildings 
and staff inadequate, but it is by no means obvious in 
what way we should seek to improve them. For although 
we are no longer content to regard the mental hospital 
as a general hospital grafted on to an asylum, there is still 
no satisfactory basis for decision about the optimum size, 
type, and location of mental hospitals, and their relation- 
ship to general hospitals. 

In the third report of the World Health Organisation’s 
Expert Committee on Mental Health (1953), attention 
was drawn to the desirability of classifying patients in 
mental hospitals “into groups which are homogeneous 
from the point of view of. the patients’ therapeutic needs 
and their capacity for social adaptation’, and it was 
suggested that “the hospital should be composed of a 
group of small buildings, rather than a single block” 
In view of the immense diversity of needs of patients in 
mental hospitals, this seems to us much the most promis- 
ing approach. It was the approach proposed by the 
Webbs (in the Minority Report of the Poor Law Com- 
mission, 1909) when confronted with that other large 
population with diverse needs, the aged sick: “‘ It is a 
necessary preliminary of any effective reform to break up 
the present unscientific category of ‘ the aged and infirm ’ 
and to deal separately with distinct classes according to 
the age and mental and physical characteristics of the 
individuals concerned.” The present report summarises 
the results of an inquiry which attempts to apply this 
principle to the study of the institutional provision for 
the mentally ill. 

During 1957 the medical, nursing, and social needs of 
each of the 3555 Birmingham residents in mental hos- 
pitals were assessed by the psychiatrists responsible for 
their care. The methods have been described fully else- 
where (Garratt, Lowe, and McKeown 1957, 1958). Here 
we use the data in an attempt to answer three questions: 


1. What facilities should be grouped together ? 

2. What type of accommodation should be provided ? 

3. Which patients need to be supervised ? 
The first question is concerned with identification of the 
major units needed, and the second with the arrangement 
of accommodation within each unit. The third question 


is perhaps less obviously related to hospital design, but 
we shall suggest that the amount of supervision which 
patients need because of their mental state should have a 
considerable bearing on their grouping. 


Hospital Facilities 

Experience of an earlier investigation of the chronic 
sick (Lowe and McKeown 1949) suggested that after 
assessment of their needs patients in mental hospitals 
could be divided into three classes according to whether 
they required full, limited, or no hospital facilities. 

459 patients (13% of 3555) were held to need full hospital 
facilities because they required frequent medical attention, 
skilled nursing, or ready access to laboratories, X-ray depart- 
ments, operating-theatres, &c. Most patients in this class 
were, of course, under active investigation or treatment, and 
needed several of the services which we have listed as alternative 
qualifications for inclusion. 380 (83°%,) were being treated for 
a mental illness: almost all were continent and fully ambulant, 
but they all needed skilled nursing, and about | in 8 needed 
basic nursing (washing, dressing, feeding, lifting, attention 
to bladder and bowel, &c.) as well. The other 17°, were being 
treated for a physical illness (pulmonary tuberculosis, cardio- 
vascular disease, traumatic and orthopedic conditions, &c.): 
most of them were confined to bed and many were incontinent; 
they all required skilled nursing and almost all required basic 
nursing. 

2655 patients (75%, of 3555) were held to need limited 
hospital facilities. They did not require the services referred 
to above, but needed either supervision because of their 
mental state or the simple attentions referred to as basic 
nursing. 87°, had a mental illness without physical complica- 
tions: most of them were ambulant and needed supervision 
and occupational training but little nursing, and about a 
quarter were capable of productive work. The other 13°, 
were physically ill (more than half were elderly senile patients): 
most of them were bedfast and needed both basic nursing and 
supervision. 

441 patients (12°, of 3555) were held to need none of the 
traditional hospital services. They did not require investigation, 
specific medical treatment, or skilled nursing (services demand- 
ing full hospital facilities), and they had neither physical 
disability serious enough to require basic nursing, nor mental 
abnormality for which supervision was necessary (services 
demanding limited hospital facilities). Their circumstances 
were analogous to those of patients in hospitals for the chronic 
sick who do not need continuous medical or nursing care but 
remain in hospital chiefly for social reasons. It should be 
made clear, however, that not all these patients were suitable 
for discharge, even if they had had a suitable home. About 
half were thought to be unable to live wholly independent lives. 
While they needed none of the traditional services which 
hospitals provide, some of them needed occasional psychiatric 
supervision and assistance with such matters as training and 
employment. 

For the purpose of hospital planning for the mentally ill 
the three classes identified above seem to us the most 
fundamental: they distinguish patients who need the 
facilities of a modern hospital from those who need only 
simple personal attentions and from those who need 
neither. It would probably be agreed that on grounds of 
efficiency and cost it would be desirable to provide 
separate accommodation for these classes. We do not, 
of course, imply that they are homogeneous; and under 
** accommodation ” and “ supervision ”’ we discuss the 
possibility of subgrouping which might be reflected in 
the design of the accommodation. But in relation to the 
facilities of the unit in which they should be placed, 
patients in each of the classes have more in common with 
others in the same class than with any in a different class. 
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Accommodation 


The type of accommodation to be provided within each 
of the three main units should, we suggest, be determined 
primarily by whether patients are ambulant or bedfast. 
Present conceptions of hospital design are so dominated 
by the general hospital that people tend to think almost 
exclusively of traditional ward systems, varied chiefly in 
respect of the number of beds in each ward unit. But, 
although suitable for short-stay patients who are bedfast 
most of the time they are in hospital, this arrangement is 
wholly inappropriate to the needs of long-stay ambulant 
patients, who need accommodation with a much higher 
ratio of dayroom (and other amenities) to bed space. We 
shall refer to this as hostel type of accommodation. 

Of the total mental-hospital population of 3555 patients 
which we surveyed, 84% were fully ambulant. This pro- 
portion does not include ambulant patients who were 
recently bedfast and had therefore needed traditional 
ward accommodation at a recent stage of their illness. 
Nor does it include partly ambulant patients, such as the 
** aged and infirm ”’, for some of whom the hostel type 
of accommodation would be preferable. In the three 
main classes of mental-héspital patients (those needing 
full, limited, and no hospital facilities), the proportions 
of fully ambulant patients were 78%, 82%, and 98% 
respectively. These are evidently minimal estimates of 
the scope for non-traditional accommodation in each type 
of unit. 


Supervision 


At the present time patients in mental hospitals are by 
no means always grouped according to the amount of 
supervision they need because of their mental state, and 
patients with considerable insight may share wards with 
others who are seriously disturbed. From the point of 
view of staffing this mixing of patients is not a serious 
disadvantage, because all nurses are recruited to mental 
hospitals for the care of the mentally ill. But the situation 
would be entirely different if, as will be suggested later 
(McKeown 1958), mental hospitals were placed in such a 
relationship to the general hospitals that much of their 
nursing was done by nurses trained or in training for the 
general register. It would probably not be considered 
desirable for general-trained nurses to deal with dis- 
turbed patients, but there could be no reasonable objection 
to their attending patients not needing supervision. An 
estimate of the proportion of patients in mental hospitals 
who do not need supervision is therefore in effect an 
estimate of the extent to which nurses with a general 
training could contribute to the institutional care of the 
mentally ill. 

Of the whole mental-hospital population (3555 patients) 
14% needed no supervision whatsoever, and a further 
42% needed no supervision so long as they remained 
within the hospital grounds. Patients in both these groups 
would be suitable for care by nurses trained for the 
general register. The proportions of unsupervised 
patients identified within each of the three main units 
(full, limited, and no hospital facilities) were 57%, 49%, 
and 100%, respectively. 


Suggested Grouping of Patients 


The table shows the grouping of patients obtained by 
applying the criteria described above to the total Birm- 
ingham mental-hospital population. To make the figures 
more generally applicable, the results, based on the 


Birmingham population of about 1,100,000, are given as 
rates per 100,000. 

There are, of course, differences of opinion among 
psychiatrists about two of the criteria on which the 
estimates are based—namely (a) the possibility of treat- 
ment (which has some bearing on the classification accord- 
ing to facilities required), and (6) the amount of supervision 


DISTRIBUTION OF PATIENTS IN BIRMINGHAM MENTAL HOSPITALS (PER 
100,000 RELATED POPULATION) ACCORDING TO TYPE OF HOSPITAL 
FACILITIES, ACCOMMODATION, AND SUPERVISION NEEDED 


; Supervision 
—_ Accommodation serene pee Total 
neede ot 
needed Needed | needed 
Full | Traditional ward .. 8 1 j 9 
Hostel-type. . $5 11 22 | 33 
lara Wy set eho. Fan EU BE Ey 
Limited Traditional ward .. 27 5 | 32 
| Hostel-type. . asf 97 112 209 
None Hostel 40 40 
needed. (The other feature—type of accommodation— 


being based on mobility, is objective.) Since a consider- 
able number of psychiatrists took part in the investigation, 
the estimates are probably fairly representative of con- 
temporary opinion. However the figures are less impor- 
tant than the general principles on which the classification 
is based. Moreover, it is only in respect of the amount of 
supervision needed that substantial differences of opinion 
are likely. These differences would not affect the two 
main considerations—the identification of the three 
major units, and the type of accommodation within 
each. 

The main application of the results of an inquiry such 
as this is in the planning of future hospitals. If the 
principles of classification and the suggested groupings 
are accepted, separate units should be provided for the 
patients in each of the three main classes, and the design 
of accommodation within each unit should be varied in 
relation to patients’ mobility and need for supervision. 
The siting of the separate units—whether on the same or 
on a different site—and their relationship to the general 
hospitals will be considered separately (McKeown 
1958). 

Since there is little prospect of much new hospital 
building in the immediate future, it may be asked whether 
our findings have any bearing on the arrangements for 
the present hospital population. They do not seem 
to us to suggest that the patients needing full hospital 
facilities should be removed to general hospitals, leaving 
the mental hospitals to cope with the long-stay patients. 
Such an arrangement would establish divisions between 
staff as well as between patients, one group of psychi- 
atrists being concerned with short-term remediable 
illnesses, and another being left with the less rewarding, 
but socially no less important, task of caring for chronic 
psychotic and senile patients. A more attractive possi- 
bility is an improvement in the facilities for the care of 
patients in the third class, who do not require hospital 
accommodation. The existence of such patients is well 
recognised, and the report of the- Royal Commission 
(1957) proposed that in future they should be placed 
under the care of local authorities. Our data give some 
idea of the extent of the provision which would have to 
be made if this proposal were accepted, and show the 
nature and variety of the needs of the patients who could 
conceivably be transferred. 
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Summary 

After assessment of their medical and social needs, the 
3555 Birmingham residents in mental hospitals were 
classified as follows : 

(a) Patients needing the full range of hospital facilities 
(13%). 

(6) Patients needing only limited hospital services, con- 
sisting of supervision because of their mental state or basic 
nursing (75%). 

(c) Patients needing none of the facilities traditionally 
associated with hospitals (12%). 

It would be well to accommodate these classes in 
separate units, and the design of each unit should have 
regard to the high proportions of fully ambulant patients 
(78%, 82°, and 98°, in the three classes respectively) 
who need a high ratio of dayroom and other facilities to 
bed space. 

In grouping patients within the units account might 


also be taken of the proportions of patients (57%, 49%, 
and 100% respectively) who need no personal super- 
vision, and could be cared for by nurses without experi- 
ence of mental illness. 


We are indebted to the medical superintendents (Dr. J. J. O’Reilly, 
Dr. I. A. Macdonald, Dr. C. E. Roachsmith, and Dr. C. M. Ross) 
and staffs of the four Birmingham mental hospitals for their full 
cooperation in assessing the needs of their patients, and to the 
Birmingham Regional Hospital Board for a contribution towards the 
expenses of this inquiry. We are also grateful to Dr. F. C. Edwards 
and Dr. R. H. Cawley for helping to complete the record cards. 
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TOXIN FOOD-POISONING 
CAUSED BY FRIED POTATOES 


J. B. MEREDITH DAvIEs 
M.D. Lond., D.P.H. 
DEPUTY MEDICAL OFFICER OF HEALTH 
Witrrip H. PARRY 
M.B. Lpool, D.P.H. 

SENIOR MEDICAL OFFICER 
CITY AND PORT OF LIVERPOOL 


THE interest of most outbreaks of food-poisoning lies 
in the circumstances which result in infection. Many 
accounts emphasise the’ importance of foodstuffs of a 
particular kind, mainly those derived from milk or from 
meat. There is, however, a special interest when an 
extremely common foodstuff is shown to be the vehicle 
of infection. Potatoes have very rarely been considered 
seriously as a possible cause. This may be because there 
may have been doubts about whether potatoes are likely 
to act as a satisfactory bacterial medium. 

In 1955 we reported an outbreak of staphylococcal toxin 
food-poisoning caused by new potatoes infected after 
cooking and stored for two days before reheating and 
consumption (Davies and Parry 1955). We have recently 
traced a further smaller outbreak of staphylococcal toxin 
food-poisoning which, in this instance, was caused by 
contaminated chipped potatoes. This outbreak and sub- 
sequent experiments are reported to emphasise that such 
common foodstuffs may be responsible for food-poisoning, 
especially if, after cooking or partly cooking, the potatoes 
are stored under unsatisfactory conditions. 


History of Outbreak 


8 persons developed acute diarrhea and abdominal pains, 
with vomiting in 2 of them, after a meal at a restaurant in 
Liverpool on the afternoon of Sept. 21, 1957. The first 4 cases 
were reported from York and occurred among persons who had 
taken a meal in the restaurant while travelling to York. 4 further 
cases were traced among Liverpool residents. 2 of the persons 
were ill enough to be admitted to hospital, and the 6 others 
were acutely ill for at least some hours. 

In the 2 cases in which bacteriological examination of stools 
and vomit was undertaken promptly, Staphylococcus aureus 
was found (the stools showing a heavy growth). This finding, 


coupled with an incubation period of '/,-4'/, hours provided the 
evidence on which staphylococcal toxin food-poisoning was 
diagnosed. 

In all 8 cases the meal had consisted of fried chipped 
potatoes and peas with either fish, lamb, or pork, followed by 
ice-cream in 7 cases, tea, or coffee. The only foods common to 
all the victims had been chipped potatoes and peas. Specimens 
of partly cooked chipped potatoes and cold lamb were found 
to be infected by Staph. aureus. Two tins of peas from the 
same batch were examined chemically and bacteriologically 
with negative results. Thirteen swabs from kitchen utensils 
were also examined, with negative findings. 

Throat, nose, and hand swabs and fecal specimens from the 
fifteen members of the restaurant staff were examined bacterio- 
logically. Eleven were carrying staphylococci: 

2 persons with positive hand swabs alone. 
throat swabs alone. 
nasal swabs alone. 
hand and nasal swabs alone. 
throat and nasal swabs alone. 
hand swab and fecal specimen. 

The person who cooked the meal had, on hand and chin, 
septic spots from which staphylococci were isolated. 3 other 
members of the staff had septic cuts on hands and face. In none 
of these instances were waterproof dressings used, as instructed 
by the Food Hygiene Regulations, 1955. 


Epidemiological Investigation 


The investigations suggested that the chipped potatoes 
might have been responsible for the outbreak, and careful 
inquiry at the restaurant showed that it was the daily 
practice to prepare chipped potatoes by hand. This was 
done by the cook mentioned above, from whom large 
numbers of Staph. aureus were grown from an uncovered 
cut on his left thumb and from his feces. 

Having chipped the potatoes he partly cooked them for 1-3 
minutes in ground-nut oil at a temperature of about 350°F. 
The chips were then taken out of the oil and left exposed on a 
wooden tray in the kitchen. The final cooking (lasting 5-8 
minutes) did not take place until they were required for a 
customer’s meal, usually later the same day, but it was not 
denied by the restaurant staff that chips had, at times, been left 
for more than twenty-four hours, having been partly cooked, 
until finally used. The restaurant staff were vague about what 
had happened during the time immediately before the infected 
meal, but agreed that the partly cooked chipped potatoes may 
have been stored in the kitchen for 24 hours or longer. 


It is interesting to consider how the chips may have 
become infected. Such a high proportion of the kitchen 
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staff infected as carriers suggests that ample opportunity 
must have existed for contamination. 

If, however, the cook who prepared the chips initially 
had infected them, then it would seem reasonable to 
expect that the initial cooking for 1-3 minutes at 350°F 
would kill any staphylococci on the chips. On the other 
hand, if the chips had been infected, after having been 
partly cooked, by handling or by aerial contamination 
from a nasal carrier, would the staphylococci be likely to 
multiply on the greasy surface of a partly cooked chipped 
potato ? 

In an attempt to find an answer to these important 
questions, experiments were designed in which chipped 
potatoes were artificially infected. 


Experiments 


The following tests were devised to examine the degree 
of staphylococcal survival on cooked chips under café 
conditions. 

Test I.—Eighteen chipped potatoes, each weighing 5 g. and 
all being of equal size, were each inoculated with 0-1 ml. of a 
suspension of Staph. aureus. The inoculum was allowed to 
soak into the chips for ten minutes. They were then partially 
cooked in ground-nut oil for two minutes at 320°F. They were 
then examined bacteriologically and found to contain no viable 
staphylococci. 

Test II.—Fifteen similar chips were inoculated and partly 
cooked as in test 1. They were then divided into five equal 
portions, each of three chips. These were all reinoculated with 
0-1 ml. of the same staphylococcal suspension and examined 
bacteriologically,after 1, 5, 12, 18, and 24 hours; The accom- 
panying table shows that all were contaminated with large 
numbers of Staph. aureus. 

Test I1I.—A further fifteen chips, similarly divided, were 
inoculated, partly cooked, reinoculated, and left for 1, 5, 12, 
18, and 24 hours as in test 11. At the end of each period the 
chips were boiled in ground-nut oil for three minutes at 320°F. 
On bacteriological examination all were found to be sterile 
except portions 1 and 3 (examined after one and twelve 
hours respectively), in which sporing organisms were 
discovered. 


These three tests showed that cooking the chips for 2 or 
3 minutes at 320°F killed all staphylococcal organisms; 


BACTERIOLOGY OF CHIPPED POTATOES ARTIFICIALLY INFECTED WITH 
Staph. aureus 
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but in test 11 subsequent reinfection of partly cooked 
chips led to the recovery of staphylococci up to 24 hours 
later. 

To determine how fast staphylococci would multiply 
within 24 hours of reinfecting partly cooked chipped 
potatoes, test IV was made. 


Test IV.—A quantitative analysis was made as follows: 

(1) Four chipped potatoes, all equal in size and each weigh- 
ing 5 g., were inoculated with 0-1 ml. of the same suspension 
of Staph. aureus. They were left for ten minutes and then 
minced, weighed, and quantitatively examined. The result, 
expressed as an average of 20 grammes, was 148,000 staphy- 
lococci per g. 

(2) A similar weighed quantity of chipped potatoes was 
inoculated with 0-1 ml. of the same suspension of Staph. 
aureus as in previous tests. After ten minutes the chips were 
partly cooked in ground-nut oil for two minutes at 320°F. 
They were then reinoculated with a similar amount of Staph. 
aureus and left for 24 hours on a wooden tray. The room 
temperature during the 24 hours averaged 73°F (conditions 
comparable with those found in many café kitchens). At the 
end of this 24-hour period the four chips were minced, 
weighed, and quantitatively examined. The result, expressed 
as an average of 20 grammes, was 178,000,000 staphylococci 
per gr. This is an approximate thousand-fold increase per 
organism per 24 hours. 

Discussion 


The tests described above showed that initial cooking 
of chips destroyed any contaminating staphylococci. Final 
cooking also destroyed any staphylococci which had been 
introduced after the initial cooking. The tests further 
showed that not only was it possible, successfully and 
easily, to reinfect partly cooked chips but also the rate 
of multiplication of the infecting organism, when these 
infected partly cooked chips were left at room temperature, 
was considerable. 

These tests show that the partly cooked chipped 
potato is a perfectly suitable medium for the growth of 
staphylococcys. 


Likely Cause of Outbreak 


What probably had happened was that the chips were 
infected after being partly cooked. They were then left 
for long enough time to enable rapid multiplication of the 
staphylococci with simultaneous production of entero- 
toxin. The final cooking would almost certainly kill all 
staphylococci remaining on the chips but would be 
unlikely to have much effect on the heat-stable entero- 
toxin which would be left in the chips and would cause 
the food-poisoning. 

Preventive Measures Possible 

Every investigation of food-poisoning should suggest 
methods of prevention. The faults which lead up to this 
small outbreak are well known: 

(1) Storage of partly cooked food when warm. 

(2) Lack of realisation that subsequent heating sufficient to 
kill pathogenic organisms is insufficient to destroy the heat- 
stable enterotoxin of the staphylococcus. 

(3) Faulty methods and hygiene in relation to infected 
sores, &c. 

Summary 


An outbreak of staphylococcal toxin food-poisoning 
spread by chipped potatoes is described. 


The dangers of partly cooking such potatoes and leaving 
them open to contamination are emphasised. Subsequent 














686 


BEFORE OUR TIME 





THE LANCET 





cooking destroyed the staphylococci but not the entero- 
toxin which caused the outbreak. 


Experiments undertaken with artificially infected 
chipped potatoes are described. They confirmed that a 
partly cooked chipped potato could act as a satisfactory 
medium for the growth of staphylococci. Within 24 hours 
it was estimated quantitatively that the staphylococci had 
increased a thousand-fold. 

We wish to thank Prof. Andrew B. Semple, medical officer of 
health, City and Port of Liverpool, for his interest and permission to 
publish, and Prof. D. T. Robinson, Dr. E. C. Armstrong, and Mr. D. 
Peden, of the Public Health Laboratory Service, Liverpool, for the 
bacteriological testing and the quantitative analysis. 
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Deaths in Poliomyelitis-vaccine Laboratories 


Two technicians in the Connaught Laboratories in Toronto, 
where poliomyelitis-vaccine experiments are carried out, have 
latciv died after being bitten by monkeys. It is not clear from 
the report ' whether the monkeys were thought to be infected. 
The first technician was bitten in October and died of suspected 
encephalitis four weeks ago. The death is being investigated; 
the director of the laboratories has said that it is difficult to 
connect it with the bite. The second technician was bitten 
“* some weeks ago ”’ but showed no sign of illness till March 16. 
He died, probably of encephalitis, four days later. A necropsy 
and an inquest are being held. 


1. Times, March 22, 1958. 


Case of Smallpox in Liverpool 

An Indian seaman on the liner Circassia was found to have 
confluent Asiatic smallpox when the ship anchored off Liver- 
pool on March 19; he is now seriously ill in the smallpox 
hospital, Rock Ferry, Liverpool. The sickbay attendant was 
admitted with him as a close contact, though he has shown no 
signs of the disease. Nobody else on the ship has any signs of 
illness; all 400 have been vaccinated and given warning post- 
cards, and warning letters have been sent to the medical officers 
of health in all areas in the British Isles where passengers or crew 
intend to go. The patient speaks no English; and it is uncertain 
whether he was ever vaccinated. He is thought to have been 
infected in Bombay. 


Tuberculosis in Refugees 

According to a statement issued by the Joint Tuberculosis 
Council, about 7000 of the 15,500 Hungarian refugees remain- 
ing in this country have had chest radiographs; the prevalence 
of tuberculosis in them seems to be about 8 per 1000. This 
figure may include some observation cases, but the prevalence 
seems to be about two to three times that found in recent 
British surveys. The Council estimates the number of active 
cases still undiagnosed at 50-100. ‘ 

The Council believes that much difficulty would have been 
avoided if the refugees had been radiographed on first reach- 
ing their transit camps, and suggests that in any future similar 
emergency mass-radiography units should be set up, with 
interpreters, at transit camps; it should be explained to the 
refugees that if tuberculosis is found they will not be sent 
home, and that treatment will be free and will probably 
render them fit within a few months. If radiography were 
treated as a matter of established medical routine, says the 
Council, the question of compulsion need not arise. 
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NIKOLAI ECK 


THE interest in the treatment of portal hypertension by 
portacaval anastomosis in the last few years led to the 
publication of a translation of Eck’s original paper.! This 
paper, written in 1877, concluded with the sentence, “‘ I 
had to postpone further experiments because I was called 
to join the active army”. Of Eck’s subsequent life little 
is known in the Western countries and reference books 
do not give the date of his death, which occurred just 
half a century ago, in 1908. Some further information 
about his life has now been supplied to Prof. R. Milnes 
Walker by Professor Kupriyanov of Leningrad, who has 
written the following notes. 

Nikolai V. Eck was born in Petersburg in 1848. His father 
was a famous professor of medicine, Vladimir E. Eck, a member 
of the Military Medical Academy. He studied at the same 
Academy and in 1871 got his degree with honours, receiving 
“ The prize of Prof. Ivan F. Bush”’. While an undergraduate 
he was awarded a gold medal for his paper on laryngeal polypi. 

On graduation he continued his studies at his father’s 
Medical Clinic, at the same time qualifying as*an extern in 
surgery and gynecology. In 1874 N. Eck made a report and 
demonstrated a patient at a meeting of the Society of Russian 
Physicians in Petersburg. The patient had had a myoma of 
the uterus; the tumour, weighing 4:5 kg., was surgically 
removed by the abdominal route. It was the first surgical 
operation of that nature successfully performed in Russia. In 
1877 he published the. description of a successful removal of 
interstitial uterine myoma, his publication being the first one 
in world literature. 

In 1877, while experimenting in the physiological laboratory 
of Prof. I. R. Tarkhanov of the Military Medical Academy, 
Nikolai Eck suggested the technique and surgically achieved 


1. Child, C. G. Surg. Gynec. Obstet. 1953, 96, 395. 





the portacaval anastomosis in a dog to abolish portal hyper- 
tension in hepatic cirrhosis. According to his daughter, Miss 
Zinaida N. Eck (now living in Leningrad), in 1889-90 N. Eck 
made a portacaval anastomosis in a female patient suffering 
from some hepatic trouble. The patient was said to recover, 
but there have been no publications concerning that case in 
medical literature. 

In 1882 Nikolai Eck successfully resected the pyloric end of 
the stomach in a case of cancer of the stomach; he demonstrated 
that female patient in the Society of Russian Physicians in 
May, 1882, and published a paper on it. In the concluding part 
of the paper he stated: 

“If there arises the necessity of resecting the stomach together 
with a part of the large intestines, a considerable portion of the 
stomach being involved, as well as in the case of cancer affecting a 
large portion of the stomach, other structures not being involved, 
one should not make a duodenal fistula after Wélfler’s method. 
Even if it were impossible to join the edges of the stomach and the 
intestine, one should securely close the duodenum with sutures, and 
connect the pars cardiaca of the stomach with the portion of the 
jejunum adjacent with the duodenum by placing it in front of the 
colon, or by making an orifice in the mesocolon transversum. The 
latter method being the better in my opinion.” 

Thus Nikolai Eck gives a description of a surgical method 
which was three years later, in 1885, recommended by Billroth. 

After 1880 Nikolai Eck started investigating problems 
of sanitation and hygiene, which resulted in a paper entitled 
An Attempt at Analysing Death-rate Statistics in Russia, 
published in 1888; this was his last contribution to medical 
sciences. Being a widely educated man, well read in different 
domains, N. Eck was interested in various branches of know- 
ledge, and in his later years published a number of papers on 
ethnography, geography, and geology. 

In 1884 there was a report on the results of a mission to 
Egypt during an epidemic of cholera, and in 1889 a paper on 
the possibilities of exploiting silver-lead and zinc deposits near 
the Kuban river. His last contribution was in 1893, entitled 
On Roadways to Sukhum-Kale and on a Narrow-gauge Branch 
Railway to Karatchai for the Elbrus Company Mines. 

He died in 1908 and is buried in Leningrad. 
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A Running Commentary by Peripatetic Correspondents 


As a mere doctor I accepted the invitation to a meeting of 
a purely scientific society with some diffidence, and inspection 
of the programme did little to lessen my misgivings. I need 
not have worried. It is true that to me many of the com- 
munications would have been equally intelligible in Chinese. 
But two papers paid for all. One concerned the effect of certain 
pharmacologically active agents on peristalsis in the mouse. 
This was measured by counting the droppings and noting their 
consistency. After 5-hydroxytryptophane, I learnt, there was 
an increased yield which could be related to the logarithm of 
the dose and a change of consistency rather like that produced 
by senna-pod tea. An impressive colour photograph left no 
doubt that the technique combined simplicity with elegance, 
and anyway it has been well said that to the impure all things 
are scientific. 

But it was an earlier paper that really gripped the audience, 
partly because it was given by an engineer and so was presented 
with a clarity which eludes most medical graduates. He 
wanted to find out if men could fly, he said, and the first ques- 
tion to settle was how many horse-power the human engine 
could generate. A simple enough question in all conscience, 
but could his listeners tell hifn the answer ? No, they couldn’t; 
so he had to tackle the job himself by suspending bicycles plus 
riders in wind tunnels. It seems that most of the work done 
by a cyclist is spent in overcoming wind-resistance and that he 
would get along much faster in the horizontal position especi- 
ally, the engineer ended thoughtfully, if he could work a second 
pair of pedals with his hands. In the ensuing discussion it 
seemed to me that the audience was fighting shy of putting the 
obvious question to a layman who had already floored his 
scientific colleagues. One member thought that the pioneer 
work of Da Vinci might have been mentioned; another felt 
that Leonardo in turn owed much to the more experimental, 
if ill-starred, approach of Icarus; and for myself I noted with 
regret that the contributions of the late W. Heath Robinson 
seemed to have been forgotten. 

Finally someone screwed up enough courage to ask the 
engineer if he thought that man would ever be able to fly. 
** Well,” he replied cautiously, “‘ it all depends on how long 
he wants to stay in the air.” At this point the society adjourned 
for lunch, and we are still wondering whether a practical solu- 
tion to the traffic problem is at last in sight or whether it is still 


all in the mind. 
7 * * 


Yesterday, as I cycled to the hospital I passed a cycle-pedal 
lying in the middle of the road. It appeared intact and in 
good order; there were no signs of the rest of the cycle; or 
any other related bits and pieces lying around. I spent the 
rest of my ride wondering how it had got there. 

It could not, I thought, have just dropped off and not been 
noticed, and yet if it had been noticed surely the owner would 
have stopped and gone back for it. Perhaps he had stopped 
and gone back; tried to replace it; failed; and just chucked it 
down again—in the middle of the road? It did not scem 
likely. Otherwise if he had stopped at all, he must have 
carried it. off—in his hand—in his pocket—wherever a loose 
cycle-pedal most conveniently went. Yet a loose cycle-pedal 
was not a very convenient thing to carry round, perhaps after 
all he had just chucked it down. If he was the sort of chap, 
though, to throw cycle-pedals wildly round the roads, 
wouldn’t he almost certainly have despaired completely and 
left the rest of the cycle there too ? 

My ward-sister thought that he must have noticed it come 
off, but she seemed unsympathetic about the whole affair. 
“How on earth,” she asked, “ could anyone in their right 
senses continue cycling using one pedal and their other foot 
left thrashing the air? He probably tried to retrieve it, but 
the traffic was too heavy, so that he was forced to leave it 
there.” But I don’t agree. I really think he just did not 








notice and went cycling on (perhaps it was downhill); arrived 
at work; put the machine away; and started work before 
suddenly a vague disquiet about his transport assailed him, 


rapidly followed by more precise feelings of loss. In fact 
I know he did. I had to have a new pedal put on my cycle 
that very day. 

* * * 

There was some difference of opinion in the firm about 
polio immunisation. The enthusiasts were in favour of 
immunising our own patients, whilst the lethargic felt disposed 
to leave it to our public-health colleagues on the grounds that 
it saved us trouble and that a bit of clinical work was no bad 
thing for the M.O.H. anyway. 

Inevitably lethargy gave way to enthusiasm, and at first, as the 
Ministry disgorged minimum quantities of vaccine slowly and 
sporadically, it seemed that no great strain threatened dis- 
ruption of the practice organisation. Then without warning the 
health area office announced that our next quota was 400 doses 
and would we please collect as soon as possible. The lethargics’ 
satisfaction in being able to say “‘ I told you so”’ was offset by 
contemplation of the awful alternatives. 400 mothers and off- 
spring going through the surgery premises in one day like a 
swarm of locusts, or even worse weeks of disruption as wailing 
children and fainting mothers cluttered up every surgery hour. 
It was the leading lethargic who thought of the answer—hire 
the community centre, borrow a health visitor and a district 
nurse, and knock off the 400 in a day without disorganising a 
single surgery. So 400 letters went out inviting batches of 50 
every half hour from 9 A.M. to 12.30 P.M. on the appointed day. 

When the day came, two receptionists did the clerking in the 
assembly hall and provided each victim with an immunisation 
record card. The health visitor shepherded 2 victims at a time 
into an adjacent room where 2 of us immunised for two hours 
until relieved by the remaining 2 partners. Nurse kept us sup- 
plied with sterile needles and syringes from a fish-kettle boiling 
on a gas-ring, and distracted the attention of the more nervous 
victims by brandishing a kidney dish of gaily coloured sweeties 
as an impending reward. It didn’t stop all of them from giving 
tongue, and one angry young man both howled and helped 
himself to a handful. But to our surprise we finished well ahead 
of schedule and could easily have coped with another 100 before 
lunch. 

On the other hand the operation cost us 1 Ib. of liquorice- 
all-sorts, 2 large tins of ‘ Smarties’, 1 box of ‘ Maltesers’, and 
2 Ib. of jelly babies. 

* * * 

I have always held that the Romans got the genders of light 
and sound wrong. They made /ux feminine, whereas its 
positive, direct, and calculable nature clearly deserved the 
masculine gender. Sonor should have been feminine, not 
masculine, because of the astonishing and unpredictable 
variations in its behaviour. Let me illustrate the point. My 
consulting-room ‘s on the ground floor of my home and has a 
well-made door which has hitherto given satisfaction in sound 
exclusion. But the other day, when I was in the middle of a 
sigmoidoscopy on a lady patient, the voice of our daily help 
(who was cleaning the hall) was suddenly heard with dreadful 
clarity—as though she was in the room. Her words, addressed 
to my wife on the first-floor landing, added to my distress: 
she said “ I can’t find the long-handled brush, Ma’am.” 


News from School.—Last night we had a string orchestra who 
ended their somewhat patchy concert by playing eine kleine Nacht- 
musik at volumes ranging between ffff and ffff. This did not add to 
the faery effect. They seemed to enjoy it, and the school, in a some- 
what cynical mood, gave them about five minutes of applause inter- 
spersed with such exclamations as “ Oley!” or “Viva!” They 
suspected nothing and went out waving. 

I spent some of yesterday afternoon on an incredibly boring com- 
mittee meeting and the rest wandering round the market and Wool- 
worths. I was looking for a plant. When my old one died I thought 
I would never have another; but, after all, a plant is a plant. How- 
ever, I failed to find one that approached my tulip in interest or 
beauty. Most of those I saw were in bud, and just waiting to burst 
into minute and sickly flowers. 2s. 6d. without pot. 
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ESTIMATING FG@TAL MATURITY 


S1r,—Your leading article of Feb. 1 on the radiological 
estimation of foetal maturity made heartening reading to 
any radiologist who has shown especial interest in obstet- 
ric radiology. I should like to share in your appreciation 
of Dr. Blair Hartley’s work,’ and I am most interested to 
learn that. the times of appearance of certain epiphyses 
do not vary as widely as formerly believed. 

From the inception of the full radiological service at 
Queen Charlotte’s Hospital in 1941, it has been my cus- 
tom to estimate the fcetal maturity routinely (when this 
was feasible without the necessity of taking additional 
radiographs) in making reports on pelvimetric examina- 
tions. That these estimates were of genuine value to my 
obstetric colleagues was shown by the increasing number 
of requests received specifically for the estimation of 
foetal maturity. I relied mainly (though not entirely) on 
cephalometric data drawn up by Hodges.” In your lead- 
ing article, Hodges’ work is rather belittled, mainly 
because “‘there are large biological variations in the dimen- 
sions of the foetus in the second half of gestation’. I can 
hardly refrain from pointing out that, in medicine, we do 
not discard the evidence afforded by the pulse-rate, 
though this is indeed subject to wide biological variations. 

Your article has prompted me again to inquire into the 
reliability of estimates of maturity based on cephalometric 
study using Hodges’ data (with minor modifications which I 
have introduced over the past twenty years). A survey of 200 
cases has been made, taken in strict alphabetical order from 
our record files of pelvimetric reports made between 1952 and 
1956. In this series, the examinations had been made between 
the 3lst and 40th weeks of pregnancy, the majority being at 
the 35th week. 

The results are shown in the table: from cephalometry 
alone, the radiological estimated date of delivery (R.E.D.D.) was 


RADIOLOGICAL ESTIMATE OF MATURITY BY CEPHALOMETRY ALONE: 
FINDINGS IN 200 CASES 
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within a week of the actual date in 42% of the 200 cases, within 
two weeks in 72:5%, and within three in 86%. I suggest that 
these figures indicate that the estimation of maturity from 
cephalometry alone is a procedure of value. 

It is of interest to note that the average infant birthweight 
in the 45 cases delivered more than fourteen days after the 
R.E.D.D. was 8 lb. 3 oz., and in the 10 cases delivered more than 
fourteen days before the R.E.D.D. it was 6 lb. 1 oz. In the former 
group, many infants were regarded as frankly postmature, and 
in the latter group 6 were regarded as premature. In estimat- 
ing the maturity by the method I have used, a radiologist 
should indicate that the skull size is ““average for a maturity of 
x weeks”’ or that “the maturity is x +2 weeks”’. 


Cephalometry certainly has its place in estimating 
maturity and, after Blair Hartley’s work, I have a renewed 


1. Hartley, J. B. Brit. ¥. Radiol. 1957, 30, 561. 
2. Hodges, P. C. Amer. J. Roentgenol. 1937, 37, 644. 





interest in the epiphyseal ossific centres. A combination 
of both methods of approach could well lead to even 
greater accuracy in the estimation of foetal maturity, pro- 
vided that we remember that all human growth, both in 
dimension and maturation, is subject to considerable 
biological variation. 


Charlotte’s Maternity H al, 
Queen Chartotsc’s Mesemity Hospital, Ronan WILLIAMS. 


SEPTICEMIA IN MODERN THERAPY 


Str,—Mr. Slaney and Mr. Brooke (March 8) report 
eight cases of septicemia following surgery, in six of 
which cortisone was given. We have recently had two 
similar cases. One we are still grappling with, but I should 
like to record the details of the woman who unfortunately 
died. 

A married woman, aged 38, had had moderately active 
ulcerative colitis for 6 years. While in the medical wards in 
1952 she had a short course of corticotrophin, with temporary 
improvement. No further steroid was administered during 
the next 6 years. 

In February this year it was deliberately decided, after 
consultation, that surgical treatment should be adopted. I 
must emphasise that the decision was not forced upon us 
because of any deterigration in the patient’s condition. 

She was thin but not emaciated. Haemoglobin 86%, (Sahli); 
serum-electrolytes normal. Albuminuria was found and she 
had an ano-vaginal fistula. Her bowels moved about 5 times 
during the daytime. 

On Feb. 11 a proctocolectomy was performed, after the 
usual preliminary bowel sterilisation using phthalylsulpha- 
thiazole and streptomycin. To the naked eye the serosal 
injection appeared to terminate abruptly in the mid trans- 
verse colon, but later examination showed that the disease 
extended to the hepatic flexure. An ileostomy was established 
in the right iliac fossa, using perfectly healthy ileum, and the 
whole operation was conducted without complication. The 
bowel was not friable and did not tear at any time. Total 
blood-loss was less than one pint. 

For the first 2 days after operation all was well. On the 
3rd day her ileostomy acted, but only very slightly, and the 
discharge consisted of melana. Her blood-pressure then fell 
(60/40 mm. Hg); she developed glycosuria and became 
jaundiced. Blood-culture on the 9th postoperative day yielded 
a heavy growth of Escherichia coli, sensitive to oxytetracycline, 
aureomycin (chlortetracycline), chloramphenicol, and sul- 
phonamide, but resistant to streptomycin. She was given 
successively streptomycin and penicillin, tetracycline, and 
lastly erythromycin, but continued to have rigors, and died 
on the 15th postoperative day. Necropsy confirmed that she 
had had septicemia, and bacterial endocarditis affecting 
hitherto undamaged mitral valve cusps. 

In contrast to the accounts given by Mr. Slaney and 
Mr. Brooke, this woman, who in the first instance was by 
no means gravely ill, developed a septicemia after a very 
straightforward operation: she had had no steroid therapy, 
and she succumbed despite treatment to an organism 
which was sensitive to’several agents. It may be that our 
doses were not high enough; I note with interest the truly 
massive doses of penicillin used in Slaney and Brooke’s 
case l. 

As this is our 2nd case of septicemia within a month, 
it will be well for surgeons not only to heed the warning 
put so ably by our colleagues in Birmingham but also to 
ensure that treatment is at least adequate once this 
formidable complication has arisen. 

I do not wish to take up the wider issue of why this 
complication appears to be commoner nowadays, but it 
does occur to me that the greater use of venepuncture, 
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both in anesthesia and in postoperative infusions, may be 
a hitherto unsuspected route of infection. 


one SS F. T. CRoss.ine. 


S1r,—I was particularly interested in the emphasis 
laid by Mr. Slaney and Mr. Brooke on steroids as an 
important factor in the development of septicemia. 


In many skin departments steroids are widely used. 
On the whole we ourselves have seen few serious com- 
plications. There has been, however, one case of septi- 
cemia, in a man of 26 who had psoriatic arthritis and 
erythrodermia due to generalised psoriasis. He had had 
steroids intermittently for months. 

He was admitted to hospital while taking prednisone, 15 mg. 
t.d.s. Shortly afterwards he became febrile and a blood-culture 
revealed Staphylococcus pyogenes, insensitive to penicillin, 
aureomycin, tetracycline, and streptomycin, sensitive to 
chloramphenicol and erythromycin. Before the result was 
known he developed pain suggestive of a perforated peptic 
ulcer and had a laparotomy, at which nothing abnormal was 
found. He responded well to erythromycin, 2 g. a day, and 
chloramphenicol, 2 g. a day, given for six days. A few days 
later the temperature again rose, and blood-culture grew 
Staph. pyogenes, insensitive *to penicillin and aureomycin, 
sensitive to streptomycin, chloramphenicol, and erythromycin. 
No antibiotics were given, and the temperature gradually fell 
to normal. During this period the laparotomy wound became 
infected; a swab showed Staph. pyogenes, insensitive to 
penicillin, aureomycin, and chloramphenicol, sensitive to 
erythromycin, and Staph. pyogenes, insensitive to peni- 
cillin and aureomycin, sensitive to chloramphenicol and 
erythromycin. , 

While he was very ill his skin improved, and it continued to 
do so afterwards, even when steroids had been withdrawn; in 
this case indeed the septicemia ultimately did more good than 
harm. During the episode his general condition was sur- 
prisingly good but he was mentally disoriented. 

In view of the universally moist and inflamed skin of 
patients with erythrodermia it is perhaps surprising that 
the complication appears to be rare. This is fortunate, 
for it is in just such cases that steroids may be of great 
value, and admission to hospital difficult to avoid. 


The I.ondon Hospital, E.1. C. M. RIDLEY. 


SINGLE DAILY DOSE OF CHLORPROMAZINE 

S1r,—All Saints Hospital has for some years used the 
established tranquillisers as a long-term treatment of 
many of its psychotic patients, chlorpromazine being the 
most widely used. It had been our custom to give this 
drug in divided doses two or three times a day; the 
commonest scales were 25 mg. t.d.s. and 50 mg. t.d.s. 
The nursing time involved in giving tablets on such a 
scale and more or less permanently was considerable. 
With the kind support of the physician-superintendent, 
it was decided to try giving a group of patients their 
total daily requirements of chlorpromazine as a single 
morning dose. 

A small open ward, averaging 35 long-stay male patients, 
was chosen, under senior nurses who had known the semi-static 
population for a long time, both before and during their 
chlorpromazine treatment, and who were skilled in accurate 
observation from previous experience of research. Most of 
these patients had been refractory for a long time before they 
improved on chlorpromazine, and all had had this treatment 
for many months. One or two patients who were known to 
be sensitive to the drug were not at first included, The 
corresponding female ward also cooperated but here the 
patient and staff population were more variable. 





For four months the nurses, ancillary staff, and 1 watched 
the individual and social progress of the ward carefully, and 
had information from the various hospital departments in 
which patients worked and played and from their families. 
No adverse effects of the change had been noticed at the end 
of this time, apart, possibly, from some slightly increased 
lethargy about an hour after administration of the tablets in 
one or two patients. A number of other wards have now 
followed this policy with success. 

It does seem that where a patient’s response to the 
divided daily dose-of chlorpromazine has been established 
over a reasonable period it is safe and advantageous to 
give this as a single daily dose, at any rate where the 
total amount does not exceed 150-200 mg. daily. 


‘All Saints Hospital, 
Birmingham, 18. J. C. N. Trpsi7s 


BUDGERIGARS AND POLIOMYELITIS 


S1r,—Several mammalian encephalomyelitis viruses 
have been recovered from birds or infection by them 
deduced from the serological demonstration of specific 
antibodies—St. Louis,’ Japanese B,? Aujeszky’s disease,* 
and both Eastern and Western types of equine encephalo- 
myelitis (numerous references); but only the equine and 
Aujeszky viruses were recorded as having caused frank 
disease with histologically demonstrable lesions in the 
avian hosts, and the disease caused by the last of these 
viruses was entirely an experimental product. 

Veterinary neuropathologists will therefore be most 
interested in the preliminary communication from Dr. 
Sommerville and his colleagues (March 8). It is a great 
pity the nervous system of the second budgerigar was not 
submitted to a detailed histological examination. More 
than twenty diseases are known to afflict the nervous 
system of various avian species (human poliomyelitis is 
not yet one of them); and although several of these can be 
reasonably dismissed in this case, there still remains the 
possibility of neural lymphomatosis (to mention only one) 
having caused the paralytic symptoms in the budgerigars. 
That the second bydgerigar was no more than a sub- 
clinically affected host to the poliomyelitis virus, that the 
bird was infected by biting the boy, or that boy and bird 
were both infected from a common source, were not dis- 
proved, nor was any relationship between the polio- 
myelitis virus and the paralytic symptoms established. 


Ministry of Agriculture, Fisheries and Food, 
Central Veterinary Laboratory, 
Weybridge, Surrey. 


L. M. MARKSON. 

S1r,—In your issue of March 8 Dr. Sommerville and 
his colleagues describe a boy who contracted fatal bulbar 
poliomyelitis thirteen days after being pecked by a bud- 
gerigar. Poliovirus type 1 was found in faces from the 
boy and budgerigar. 

We are very interested in their experience because in 
July, 1956, we came across a household in which a child 
developed paralytic poliomyelitis (poliovirus type 1 found 
in faeces), and in which several canaries had died about 
the same time. 

The child sickened on July 10, 1956, and was admitted to 
hospital three days later. There was ne definite history of 
being pecked by a bird, but she did play in the room in which 
they were caged. 





1. Chamberlain, R. W., Kissling, R. E., Stamm, D. D., Sudia, W. D 
Amer. 3. Hyg. 1957, 65, 110. 

2. Hammon, ie McD., Reeves, W. C., Sather, G. E. ibid. 1951, 53, 249 

3. Shahan, M. p Komipen. R. L., Seibold, H. R., Dale, C. N. N. Amer. 
Ver. 1947, Sa to , S11. 
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The child’s father kept canaries as pets and he had not, 
heretofore, been troubled by ill health among them. The first 
canary died on July 12 after, he thought, two days’ illness. 
Within two weeks the remainder (22 in all) had expired. He 
did not notice that before death any bird suffered paralysis of 
legs. 

No new birds had been brought into the house during the 
preceding three months so that the likelihood of infection being 
introduced from outside by an ailing bird can be discounted. 

Since the child’s illness and that of the canaries appeared 
about the same time the possibility of a connection between 
them suggested itself. 

In the hope, therefore, that the cause of the deaths would 
be determined, a carcass plus excreta from the cages were 
transmitted to a laboratory outside this country. We were 
disappointed when subsequently informed that because of 
pressure of work the specimens could not be examined. 


Though we cannot say the actual cause of the canaries’ 
death, the circumstantial evidence at least suggests the 
possibility of poliomyelitis, and in view of the findings of 
Dr. Somnerville and his colleagues the occurrence is con- 
sidered of sufficient interest to record. 

J. B. O’REGAN 
Dublin City Health Department. M. Crowe. 


SYLLABUS FOR EXAMINATIONS IN PSYCHOLOGY 


S1r,—I have read Miss Silver’s letter (March 15) with 
considerable interest, and I entirely agree with her. It 
would be only fair to Conjoint D.P.M. candidates to issue 
an explicit syllabus, stating the precise requirements. 
Otherwise, they are working in the dark. 

It seems as if the policy in part 1 has undergone a radical 
change during the past few years. The questions in the 
psychology paper are more vague and less “‘ textbook’. The 
anatomy and physiology paper is now in two sections and 
questions “‘ above the line ” seem to be pure neurology, which 
is scarcely just to candidates unless they can be regarded as 
topics in experimental neurophysiology. One of the questions 
last year requested details of the lives of Sherrington, Hughlings 
Jackson, Cushing, and Charcot. Surely candidates are not re- 
quired to read biographies in addition to all their other reading ? 

The Conjoint Board should issue exact requirements 


for this diploma. 
STUDENT IN PsYCHOLOGY. 


“ KWASHIORKOR ” IN AN ADULT 


S1r,—I was very interested in the discoloration of the 
hair in the patient suffering from kwashiorkor described in 
your issue of March 8 by Dr. Krikler and Dr. Schrire. 
Their patient suffered from deficient intestinal absorption 
due to a side-to-side anastomosis of the lower ileum. 
“His hair turned red while the malabsorption was at its 
worst, and reverted to its normal brown colour once he 
was cured by restoration of intestinal continuity.”’ Later 
the authors observe “‘ we can find no reference to such 
hair changes in steatorrheea’’. They quote one example 
of such changes occurring in ulcerative colitis. 

In February, 1955, I saw a patient, aged 56, complaining of 
incessant fatigue, amounting occasionally to exhaustion, 
present since 1949. She had suffered during the same period 
from diarrhoea and anemia. Malnutrition had been suspected, 
and treatment with vitamins had helped but not cured her. 

In her youth her hair had been wavy, light brown, and 
very long and thick. At the age of 19 she had meningitis, 
and thereafter her hair rapidly became grey. When she was 
in her early thirties she began to develop bright yellow locks. 
The locks were not permanent. One part of her scalp would 
begin to grow yellow and so remain for a variable period: 
eventually the roots would become grey and the yellow lock 


would “‘ grow out’”’, another lock meanwhile becoming dis- 
coloured. At the time of my examination her forelock looked 
as though it had been dyed a very ugly brassy yellow. 

Investigation showed that she was suffering from steatorrhcea 
and she was given a gluten-free diet. Her health was com- 
pletely restored. The yellow locks gradually “‘ grew out” 
and have not re-appeared. 

I am unable to offer any explanation of this curious 
symptom, but presume it to have had the same origin as 
the red hair of the case described by Dr. Krikler and Dr. 
Schrire, modified by the fact that my patient originally 
had grey hair and theirs brown. 


London, W.1. 


PSYCHOSIS AND TREMOR DUE TO 
MECAMYLAMINE 

S1r,—I wish to report briefly a case in which psycho- 
sis, tremor, and hyper-reflexia were similar to the find- 
ings of Dr. Harington and Dr. Kincaid-Smith (March 8). 

A man of 50 was admitted on Dec. 10, 1956, after a sub- 
arachnoid hemorrhage. He was confused and disoriented 
but there were no localising signs in the central nervous 
system. His blood-pressure was 240/140 mm. Hg and 
blood-urea 126 mg. per 100 ml. 

On Dec. 27 he was rational and his blood-pressure had 
settled to 170/90. It rose to 200/130, and reserpine 0-25 mg. 
six-hourly was given from Jan. 2. There was little effect and 
on Jan. 9 the blood-pressure was still 210/130; mecamylamine 
2-5 mg. q.d.s. was prescribed. 

By Feb. 1 the blood-urea had fallen to 85 mg. per 100 ml. 
and the blood-pressure to 150/90. Later the blood-urea rose 
to 130 mg. per 100 ml.; and because of its alleged action in 
increasing renal plasma flow hydrallazine 25 mg. eight-hourly 
was substituted for the mecamylamine on Feb. 6. 

On the morning of Feb. 11 the patient was found to be 
extremely confused, disoriented, and aggressive and threw 
his cup through a window. On extension of the arms there 
was a typical “ liver-flap’’ type of tremor, all tendon jerks 
were very brisk, and there was bilateral patella and ankle clonus. 

The clinical picture was so classical that acute liver-failure 
was diagnosed and appropriate treatment started, but liver- 
function tests the following day were normal. Blood-pressure 
remained at 140/80 but the blood-urea had risen to 302 mg. 
per 100 ml. and the hydrallazine was stopped. Without treat- 
ment the blood-pressure rose to 200/110 but the blood-urea 
fell to 46 mg. per 100 ml. and the patient was rational again 
by Feb. 17. 

He was discharged on March | and when last seen on July 3 
he was symptom-free and the blood-pressure was 190/100, 

In this case, the tremor was striking enough to give rise 
to a confident but wrong diagnosis of liver-failure; with 
the mental changes and increase in muscle tone, the syn- 
drome was identical with that previously described only 
in liver-failure. 

These cases had in common a high blood-urea, hyper- 
tensive disease, and administration of nitrogen-containing 
drugs; the syndrome has not been described in untreated 
hypertensive disease with raised blood-urea. The fact 
that our patient recovered reflects the lesser severity of 
the hypertensive disease, which also accounted for the 
smaller doses of hypotensive drugs. 

It seems possible that in the presence of renal failure, 
a sufficient quantity of these nitrogenous substances 
could accumulate and act in the same way as the nitro- 
genous substances (? ammonia) responsible for the 
syndrome seen in liver-failure. 

I wish to thank Dr. P. Edward Dipple for permission to report 
this case. 


The Royal Gwent Hospital, 
Newport, Mon. 


RAYMOND GREENE. 


RICHARD C. R, CONNOR. 
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SEPARATION OF MOTHER AND CHILD 


Sir,—Dr. Bowlby performs a great and continuing 
service to child psychiatry by focusing attention on the 
emotional life of the young child. His views on separation 
(March 1), however, may need re-evaluation. He regards 
‘“* separation of young children from their mother-figures 
as a serious mental-health hazard’’. In his studies on 
separation '* he does not differentiate privation from 
separation, and this seems to invalidate his findings. 
Privation can and does commonly arise even though the 
mother is present. Privation need not arise without the 
mother. Separation and privation are not synonymous 
terms. 


In 1944, in a study on the causes of delinquency,' he com- 
pared the histories of a group of “ affectionless thieves ” 
with a group of other delinquents. Of the 14 “ affectionless 
thieves ’”, 12 had separation experiences of over six months. 
Dr. Bowlby concluded that a break in the continuity of the 
mother-child relationship had resulted in more or less per- 
manent impairment of the ability to make relationships. 
More striking, however, than the history of separation is the 
severe privation to which these children were subjected both 
before and after the separations. The circumstances making 
for privation before separatien can cause an emotional dis- 
turbance in the child and also lead to separation. Where 
separation brought relief, the children did not present at 
Dr. Bowlby’s clinic. Where separation brought privation this 
aggravated the emotional disturbance and brought the child 
to attention. From the facts presented in this investigation 
it seems that privation and not separation was responsible for 
the state of the children. 

Dr. Bowlby’s second investigation * also appears to confuse 
separation with privation and so invalidate his findings. 
The variable of privation in the sanatorium was not controlled 
and any differences between the separated sanatorium children 
and the control group can as readily be due to privation in the 
sanatorium as to separation from the mother. Furthermore, 
the variables of the pre- and post-separation histories of the 
two groups compared are not controlled, and additional 
methodological difficulties make it unlikely that the investiga- 
tion could validly show differences between the two groups. 
Dr. Bowlby feels that the principal value of this investigation 
has been “to display the great heterogeneity of personality 
organisation which is consistent with having undergone a 
prolonged separation experience starting before the fourth 
birthday”. But no control group was used in investigating 
the personality organisation, and it is reasonable to suggest 
that “great heterogeneity of personality organisation”’ is 
to be found in any group of children, separated or otherwise. 

That separation experiences are uncommon in young 
children and are not themselves a cause of mental ill health in 
children is shown by an investigation * in which a group of 
emotionally disturbed children and a control group of healthy 
children were compared for their separation experiences before 
the age of 5 years. The separation experiences of the two 
groups were very similar. Long separations before 5 years 
were uncommon in either group; in both groups, two thirds 
of the chjldren under 2 years had not experienced separation 
of more than two days from their mothers. It is not separation 
per se which causes mental ill health in children but the 
privation arising from the separation or, more commonly, 
the privation suffered while still with the parents. 

Privation arising from separation is to be deplored but is 
not an inevitable consequence of it. The same investigation * 
studied the care of the children when away from home during 
separations. In 62 out of 92 occasions of separation, the parents 
made adequate provision with relatives or friends. On 26 
out of 92 occasions the child was cared for in hospital end the 





1. Bowlby, J 5. Int. 5. ‘Peycho-anal. 1944, 25, 1 
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3. Howells}: G.,. Layng, |. Lancet, 1955, ii 
4. Howells, 
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care was harmful on most occasions. Dr. Bowlby’s admirable 
work has done much to focus attention on privation arising 
from hospital admission. In preventing privation it would be 
particularly rewarding to study the children, a minority, who 
benefit from a hospital admission. 

99:5%, of children live at home,’ and privation here is 
equally to be deplored. No-one would question the value 
of loving care from an affectionate mother, but “ normal 
home life’ can be far from normal. Clinical work suggests 
that degrees of emotional disturbance in children arise from 
degrees of privation while with some parents. This is the 
major cause of mental ill health in children. Relief for the 
children can sometimes, after careful investigation, come only 
by separation, either permanently or in the form of day foster 
care. 

The exaggerated emphasis on separation as an evil in 
itself has led to disturbing tendencies in child care; there 
is reluctance, in some quarters, to rescue a child suffering 
privation in his own home; there is some loss of confidence 
in the day nursery, nursery school, and fostering. Great 
opportunities for preventive psychiatry appear to lie in 
the antithesis of Dr. Bowlby’s thesis. 


Department of Child ood Suney Psychiatry, 


Ipswich. J. G. HowgLLs. 


ANTIBIOTIC PROPHYLAXIS 

Str,—It seems that Dr. Platt (March 1) may have 
misunderstood the question under discussion. In my 
letter of Feb. 1 I mentioned that “ the question is not 
what one uses as a prophylactic agent but whether chemo- 
prophylaxis or antibiotic prophylaxis is justified, bene- 
ficial, and safe...” Dr. Platt has been using sulpha- 
ethylthiadiazole (‘ Sethadil’) as a prophylactic, but he 
did not say why he had used it. This sulphonamide is at 
present said to be of very low toxicity, but time and 
experience alone will prove its true value. Moreover, my 
question (are sulphonaimides in effective dose not more 
toxic and hazardous than penicillin?) was based on Dr. 
Warren Crowe’s prescription of sulphathiazole 1 g. 
4-hourly. I hope Dr. Platt will agree that penicillin in 
therapeutic doses is less toxic than sulphathiazole in these 
doses. 

Victoria Hospital, 


Accrington. Ss. S. JHAVERI. 


LEUCOCYTE AGGLUTININS AND 
BLOOD-TRANSFUSIONS 

Sir,—In your leading article of Feb. 15 you say that 
the leucocyte agglutinins so far found are all iso- 
agglutinins, and that autoleucoagglutinins have not been 
convincingly demonstrated. 

Of course, the criteria for autoactivity of leucocyte 
agglutinins are subject to discussion. Personally, I should 
be satisfied with the demonstration of: 

(1) Agglutination of the patient’s own leucocytes (with 
proper controls provided); and 

(2) Absorption of the leucoagglutinin with the patient’s own 
leucocytes, followed by elution from the absorbing cells. 

These criteria were fulfilled in a study * of a case of 
monocytic leukemia where an autoleucoagglutinin was 
present in the aleukemic phase of the disease. It is not 
claimed that this explains the mechanism of aleukemic 
leukemia, but in some cases it might be an important 
factor. 

Moreover, the very common occurrence of leucocyte 
agglutinins in patients with collagen diseases ’ is of much 


5. 7th Report of the Ch Children’s Department. Cmd. 9881. H.M. Stationery 
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6. Killmann, §.-A. Acta hemat., Basle, 1957, 17, 

7. Killmann, S.-A. Acta rheumat. scand. 1957, 3, a. 








692 LETTERS TO 


THE LANCET 


THE EDITOR 





interest. Some of these leucoagglutinins have been found 
in patients who have not been subjected to iso-immunisation 
with foreign leucocytes by transfusion or foetal stimulation. 

It therefore seems that there is a case for the existence 
of autoleucoagglutinins. 


Medical Department A, Rigshospitalet, 
University of Copenhagen, Denmark 


THE TWICE-BORN 

S1r,—I found your criticism (Feb. 22) of Dr. Carstairs’ 
book on a study of a community of high-class Hindus 
uninformative and disappointing. Although critical, you 
do not tell us what the object of the study was nor any- 
thing about the results obtained. It seems to me that 
these are, perhaps, the most important aspects that a 
review of a scientific study should mention and that to 
criticise a book without informing the reader about these 
is unfair to the author. 


Department of Social 
and Industrial Medicine, 
University of Sheffield 


LIPOPROTEIN PATTERNS IN MYOCARDIAL 
INFARCTION 

S1r,—With great interest I read the comments by 
Dr. Dagnall ' and Mr. Franglen ? on the valuable paper 
by Dr. Smith.’ 

Dr. Dagnall says that the $-lipoprotein level in the 
serum may be reduced in some pathological conditions. 
Using paper 
electrophoresis we 
investigated the 
serum-lipopro- 
teins in 81 blood- 
donors — i.e., 
clinically healthy 
people. We found 
an atypical lipo- 
protein pattern in 
3 of them, where 
the «-lipoprotein 
accounted for more 
than 50% of all 
lipoproteins stain- 
able with Sudan 
black (see fig.). An 
inverse ratio of «- 
and §-lipoprotein 
may be seen, 
therefore, in some 
clinically healthy 
people. 

In previous investigations, during electrophoresis of lipids 
under the same conditions as for fractionation of serum- 
proteins, much of the {$-lipoprotein was often absorbed in the 
paper during migration. For this reason we modified the 
experiment and transferred the starting-point to the centre of 
a Whatman 3 mm. paper strip, reduced the voltage, increased 
the ion concentration of the buffer (e.g., by adding saline 
solution), and cut down the duration of electrophoresis. Lipo- 
proteins are separated far more quickly than the protein 
fractions. By this procedure we succeeded in clearly separating 
both main lipoprotein fractions in the least possible space. 
We abandoned the independent evaluation of the third lipo- 
protein component remaining on the starting-point, since this 
could not be fully separated from the 8-lipid. 

As most workers dealing with paper electrophoresis admit 
that this method in practice enables them to separate only 

1. Dagnall, P. Lancet, 1957, ii, 1120. 


2. Sa G. ibid. p. 1288. 
3. Smith, E. ibid. p. 910. 
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Serum-lipoprotein patterns: (a) the 
lipoprotein pattern of human serum 
with the inverse relation of a- and 
G-lipids; (6) the typical pattern of 
lipoproteins. 


x-lipid from the whole lipoprotein complex, this modification 
of the paper electrophoretic technique seems advantageous. 
This procedure, however, makes it impossible to follow some 
details of lipid abnormalities—e.g., of the pre-$-lipid band— 
that may be of significance in patients with peripheral- and 
coronary-artery diseases. 


Department of Experimental Pathology, 
Masaryk University, Brno, 


Czechoslovakia. D. WIEDERMANN. 


PATIENTS’ RECORD CARDS 

S1r,—There are some measures which if taken solely 
for reasons of economy might also benefit the patient and 
raise the standard of medicine. There is now too much 
duplication of secretarial work because the ways of giving 
information to the family doctor differ between hospitals, 
clinics, and medical officers of health, and there is at the 
moment no method which is particularly convenient for 
the family doctor or which enables him to have a summary 
of hospital investigations on one card and a list of vaccina- 
tions and immunisations on another. The present 
administration at hospitals often compels a patient to 
attend an outpatient department unnecessarily in order to 
ensure that a family doctor obtains necessary information, 
and should the patient not attend an appointment the 
family doctor is left without information. Patients may be 
referred from one hospital department to another because 
there is no cleat way of showing that other investigations 
have already been carried out and where further informa- 
tion about them may be obiained. 

Most family doctors entrust their patients with a letter to be 
given to the consultant to whom they have been referred. 
Maternity patients are trusted still further to carry with them 
a card on which is written the results of blood-tests and progress 
notes. The family doctor, the obstetrician, and the midwife all 
contribute as a team to these notes. In this way much secre- 
tarial work, stationery, and postage is saved, and at the same 
time doctors and nurses are learning from the observations of 
each other and the patient quickly comes to realise the inter- 
dependence of doctors and nurses wherever they work. This is 
perhaps the reason why these notes rarely get lost. If this did 
happen a duplicate could be made from other records kept at 
hospital and by the family doctor. The family doctor at the 
end of the confinement keeps the medical card that was carried 
by the patient and he has no need of any further information. 
The card fits the patient’s record folder kept by him and thus 
the whole history of the pregnancy is more readily seen than 
even one folded hospital letter. 

The medical officer of health might use a card of a standard 
size on which would be recorded vaccinations of infants per- 
formed at clinics, and this card would be sent to the family 
doctor after his own health records were completed. Should 
the family doctor carry out subsequent immunisations the card 
could be taken to the medical officer of health to be stamped 
as evidence of notification. It would be returned to the patient’s 
record envelope so as to be readily accessible and near where 
the patient lives. 

A family doctor sending a patient to hospital could enclose 
with his letter a similar card devoted to past hospital attend- 
ances. If the patient were being sent for routine investigations 
the consultant might signify his agreement on the card and add 
the results on it as they became available. The patient would 
be allowed to carry the card between one doctor and another. 
The consultant would send a letter to the family doctor at the 
end of the investigations. A patient attending a hospital over 
long periods would have significant findings added to his card 
as they came to light, and thus the number of hospital letters 
would be reduced and those that were written would be a 
commentary of a period of treatment illustrated by the hospital 
card. In order to save a patient attending hospital merely for 
the result of an investigation, the card would be retained by the 
consultant and would be a reminder that information had not 
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yet been received by the family doctor. The card would then 
be sent by post after the information had been recorded on it. 

Nothing should be recorded on the card that would harm 
the patient should he read it, and the art of letter-writing 
should flourish where routine observations and acknowledge- 
ments would be given in other ways. It might be said that the 
patient might learn too much about his illness, but such an 
argument loses much of its point in this modern age which 
provides such information in so many different ways. We 
expect patients to know their weight, their insulin dosage, and 
blood-groups. Is it not a simple stage further to allow a patient 
undergoing the inconvenience of iron injections to see how his 
haemoglobin increases ? Patients having hypotensive drugs can 
often tell the doctor whether the blood-pressure is raised or 
not, and those who have insisted on being told the recordings 
can often forecast the amount of the rise or fall with some 
accuracy. 

The information on the record cards may be later used by a 
patient bringing an action in law against a doctor. Fear is a bad 
counsellor, and must not be allowed to over-ride the advantages 
of an idea which would cut unnecessary expense and waiting- 
lists and at the same time improve medical record-keeping, for 
the family doctor is able to retain records for as long as the 
patient lives. 

From these notes he might produce valuable findings 
which would be accepted for evidence of good work on 
taking higher examinations, and the consultant by reading 
the family doctor’s observations might gain a respect for 
his opinions outside his own specialty and thus the 
patient would not needlessly be referred to another 
department. 

London, E.17. JAMEs H. S. MORGAN. 


ALKALINE PHOSPHATASE IN THE WHITE CELLS 
Sir,—It is with interest that we read the opinion 
expressed by Dr. Leonard, Dr. Israéls, and Dr. Wilkinson 
(Feb. 8) that the determination of alkaline phosphatase in 
the leucocytes is at present the best, and often the only, 
means of distinguishing between myeloid leukemia and 
leukemoid reactions involving the myeloid series of cells. 
Recently we have found this investigation of decisive 
value in establishing the diagnosis in two cases, using 
the histochemical method of Wiltshaw and Moloney. 
The absence of alkaline-phosphatase activity confirmed 
the diagnosis of chronic myeloid leukemia in the first 
case though there was no clinically detectable spleno- 
megaly and no initial increase in the leucocyte-count. 

A man, aged 78, was admitted for treatment of anemia and 
congestive cardiac failure. His hemoglobin was 37% ; leuco- 
cyte-count 10,200 per c.mm. (neutrophil polguneapiee 71%; 
eosinophils 1%, basophils 3%, lymphocytes 15%, monocytes 
7%, metamyelocytes 1%, myelocytes 2%); platelets 177,000 
per c.mm. Marrow (aspiration from sternum): very hyper- 
plastic, myeloid/erythroid ratio 80/1; erythropoiesis normoblas- 
tic; the increase in the myeloid series was mainly in the stages 
of myelocyte, metamyelocyte, and polymorph; no apparent 
increase in megakaryocytes. The leucocyte-count has subse- 
quently increased and the patient is responding to bisulphan 
(‘ Myleran ’) and prednisolone therapy. The serum-cyanoco- 
balamin (vitamin B,,) content was estimated at 2000 uug. 
per ml. and the serum-uric-acid was 5-8 mg. per 100 ml. 

In the second case * the early hematological findings 
suggested the diagnosis of neutrophilic leukemia, and 
the appearances in the peripheral blood were similar to 
those in the case described by Tuohy *; but an obvious 
increase in the leucocyte alkaline-phosphatase activity 
was found. 

. Wiltshaw, -. Moloney, W. Cc. Blood, 1955, 10, 1120. 
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A woman, aged 80, was admitted with anemia and signs of 
congestive cardiac failure. Her hemoglobin was 44% ; leuco- 
cyte-count 63,600 per c.mm. (polymorphs 97%, all adult forms 
seen). The sternal marrow showed evident hyperplasia of 
erythroid, myeloid, and megakaryocytic elements. After four 
months of treatment with iron the patient became poly- 
cythemic: erythrocyte-count 6,880,000 per c.mm., haemoglobin 
117%, packed-cell volume 58%, mean cell volume 84 c.u, 
mean corpuscular hemoglobin concentration 30%, and platelets 
922,000 per c.mm. 

Now, after a year, during which the patient received no 
hematinics, the hemoglobin is 85%, leucocyte-count 91,100 
per c.mm. (neutrophils 94°, eosinophils 3%, lymphocytes 
1%, monocytes 2%), and the red cells are hypochromic. The 
leucocytes are still only adult forms and have a very high 
alkaline-phosphatase content. The serum-vitamin-B,, level 
is 1000 uug. per ml. 

This case is an example of a myeloproliferative 
syndrome in which the salient feature is a leukemoid 
blood-picture consisting of marked neutrophilia without 
immature leucocytes in the peripheral blood. The high 
alkaline-phosphatase level in the leucocytes distinguishes 
it from true leukemia. 

We are indebted to Dr. D. Mollin of the Postgraduate Medical 
School, Hammersmith, for the serum-vitamin-B,, estimations. 

A. A. CHAZAN 


Whissingson Hospiea, A. N. ExTon-SMITH. 
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ADRENOCORTICAL STEROIDS IN MALIGNANT 
EXOPHTHALMOS 

S1r,—In “‘ hyperophthalmopathic Graves’ disease” the 
ordinary features of hyperthyroidism are associated with 
an inordinate severity of eye-signs; in most cases this 
type of exophthalmos, we believe, decreases as the 
thyroid overactivity is brought under control. But in 
‘‘ malignant exophthalmos” (“‘ progressive exophthalmos”’, 
**exophthalmic ophthalmoplegia”) thyrotoxicosis is absent 
or mild; the most successful remedies appear to be deep 
X-ray therapy to the pituitary gland and/or orbits them- 
selves or decompressive operations. The response to 
X-ray therapy*may not be evident until months later, 
and it is hard to assess treatment, because the condition 
tends to fluctuate spontaneously and remit completely. 
Further confusion exists because the distinction between 
these two types of exophthalmos is not always appreciated. 

The reported results of cortisone and corticotrophin 
have been diverse.’~“* We have experience of high doses 
of steroid hormones in several patients with malignant 
exophthalmos. None was thyrotoxic; and in all the 
exophthalmos was considered “malignant” because of 
the severity of the eye-signs and the progressive course. 

CasE 1.5—A man, aged 48, had rapidly progressive proptosis, 
lid oedema, and chemosis of the left eye; the right was 
mildly affected. The globe was tense. He had diplopia and 
paresis of external ocular muscles. Thyroid function was 
normal. 

Treatment with 350 mg. cortisone daily resulted in prompt 
improvement in oedema and gradual regression of exophthal- 
mos. Reduction in dosage (to 100 mg. a day) was followed by 
exacerbation of the signs on several occasions. Accordingly 
cortisone 300 mg. a day was continued for about 3 months, fol- 
lowed by prednisone 50 mg. a day. This was gradually 
reduced to 20 mg., and 9 months after beginning therapy it 
was stopped completely. 6 months later the eye was quiescent 
with no return of proptosis. 





1. Chandler, GH, Hartfall S.J Lancer, 1952, i, 847. 
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3. Medical Research Council. Lancet, 1955, i, 6. 
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Fig. 1—Case 2. (a) Bilaterally affected eyes before treatment. 
pression of left eye, and cortisone. 


cushingoid appearance of face. 


CasE 2.—A boy, aged 14 (fig. 1), had for 2 months had pain 
in the eyes. He had gross exophthalmos in both eyes with 
almost complete ophthalmoplegia, high eyeball tension, and 
gross lid-cedema and chemosis. 

Cortisone was given in doses of 800 mg. a day; within 48 
hours of the institution of cortisone, both eyes had dramatically 
improved (fig. 2). After a few days the dose was cut to 600 mg. 
and a left-sided Naffziger operation * was done. After 2 months, 
severe hyperglycemia necessitated withdrawal of the drug; 
within a few days severe exophthalmos of the right eye recurred 
and a right Naffziger operation was performed. Postopera- 
tively he had a left iritis, but this was soon controlled, and the 
diabetic state regressed. 


Case 3.—A woman, aged 38, had had a thyroidectomy for 
non-toxic goitre in 1946. She had postoperative hypothy- 
roidism, hypoparathyroidism, galactorrhea, and exophthal- 
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Fig. 2— Case 3. Course of proptosis under treatment with 
prednisone. 


mic ophthalmoplegia.’ The proptosis settled, but the ocular 
paresis remained, and in April, 1955, the right inferior 
and superior rectus muscles were resected. A year later the 
right eye became again exophthalmic, red, painful, and 
edematous. The left eye was less severely affected throughout. 
Prednisone (100 mg. a day) was started. A response was 
apparent within 3 days (fig. 2), but the condition grew 
worse as the dose was decreased. When on 10 mg. a day she 
noticed that, if the eye became red and watery in the morning, 
doubling the dose removed these symptoms; they persisted if 
the dosage was not increased. Because of severe side-effects 
of prednisone a decompression operation was performed on the 
right eye in February, 1957. 

Case 4.—A woman, aged 55, had developed exophthalmos 
of the left eye several years previously ; a decompressive opera- 
tion had given a good result. 3 months before we saw her, 
exophthalmos had begun in the right eye (fig. 3). This pro- 
gressed rapidly, and, on admission, was associated with diplopia, 
ophthalmoplegia, chemosis, gross oedema, and “ cementing 
in” of the eyeball. Cortisone was started in doses of 600 mg. a 
day. Regression began within 48 hours but when the dose of 
cortisone was tailed off to 100 mg. a day, the right eye rapidly 


6. Naffziger, H. C. Ann. R. Coll. Surg. Engl. 1954, 15, 1. 
7. Jackson, W. P. U. 3. clin. Endocrin. 1956, 16, 1245. 


(b) After decom- 
Note the striking regression of right eye, and 


deteriorated and a Naffziger operation 
was performed. Postoperative course was 
uneventful. 

This patient had nodular thyroid en- 
largement, but function was normal. 

Case 5.—A woman, aged 60. 6 months 
before admission her left eye became red 
and the vision slightly blurred; a little later 
it “swelled”. There was never pain nor 
even discomfort. The left eye was pro- 
ptosed and movement slightly diminished 
in all directions, with complete paralysis of 
abduction. There was no diplopia, visual 
fields were full, acuity 6/12. The right eye 
was normal, except for bilateral hypertensive and diabetic 
retinopathy. The patient was euthyroid, but had a small 
nodular goitre. 

The proptosis, ocular tension, and visual acuity rapidly 
worsened (fig. 4); the visual fields became grossly contracted 
and movement of the eyeball negligible. Chemosis and 
congestion increased alarmingly. The diagnosis was uncertain 





Fig. 3—Case 4. Proptosis of right eye; previous decompression on 
left side. 


since the proptosis was strictly unilateral and the patient 
euthyroid. 

We decided on a therapeutic trial of prednisone (100 mg. 
daily), carefully watching the blood-pressure and mild diabetes. 
Within 3 days of starting prednisone there was great subjective 
and objective improvement (fig. 4). 

The prednisone was stopped after a month, when the left 
eye appeared completely normal. There was no recurrence 
during the next month. 

Like Kinsell,* we found that large doses of adrenal 
steroids produced a rapid, even dramatic, response in 
exophthalmos. Our experience with long-term therapy 
of this sort has been less happy, but in cases 1 and 5 at 
least, improvement was prolonged. 

This form of treatment warrants further use. It may 
be of value as a therapeutic trial of the diagnosis, where 
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Fig. 4—Case 5. Progress of eye under treatment with prednisone. 


the endocrine origin of the exophthalmos is not clear 
(e.g., case 5), or in tiding the patient over a climax, where 
desperation otherwise might force operative interference. 
It certainly acts more quickly than does X-irradiation. 
In some cases, at least, improvement is “‘ permanent ”’. 


We are pleased to thank Prof. J. F. Brock, Dr. S. Berman, and 
Dr. P. Leftwich for permission to report on patients under their 
care, Dr. R. L. H. Townsend for referring case 5 to us, and Prof. 
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F. Forman for his continued interest and encouragement. The 
Naffziger operations were performed by Mr. de Villiers Hamman 
and Mr. A. Gonsky. The expenses incurred in connection with 
this report are defrayed by a grant from the Council for Scientific 
and Industrial Research. 
Endocrine Clinic, 

Department of Medicine, 

Groote Schuur Hospital and 

University of Cape Town. 

ORDER AND DISORDER IN THE CEREBRAL 

CIRCULATION 

S1r,—Sir Russell Brain ' quotes the investigations of 
Lawrence and Rewell ? into the cerebral circulation of the 
giraffe. These workers suggested that in the giraffe blood 
might be shunted from the carotid artery into the vertebral 
artery, with which the carotid communicates freely, and 
that this shunt would protect the brain of the giraffe from 
excessive hydrostatic blood-pressures. 

We have recently published our findings® in this 
species, and have shown that the rete mirabile is supplied 
by the vertebral artery. The connection was demonstrated 
by dissection and by angiography. If these findings are 
accepted, then Lawrence and Rewell’s hypothesis falls 
away. It was in any case difficult to understand why 
blood should shunt from one large artery into another, 
in which the blood-pressure would presumably be 
similar. There is no proof of any shunt mechanism in 
this animal. 

To make their suggestion’more plausible, Lawrence 
and Rewell had postulated that the giraffe would be found 
to have a high blood-viscosity. This has also not been 
verified in previous observations from this laboratory.‘ 

We have suggested * an alternative means by which the 
cerebral circulation of the giraffe may be adapted to the 
gravitational effects caused by changes of posture in this 
animal, 


R. HOFFENBERG 
W. P. U. JACKSON. 


R. H. Goetz 
E. N. KEEN. 


University of Cape Town. 


HYDROXYDIONE IN DEHYDRATED PSYCHOTIC 
PATIENTS 

S1r,—Since hydroxydione (‘ Viadril’) seemed a very 
safe drug (its L.D.;9 is three times that of thiopentone), one 
of us (D. E. M.) suggested its use as a general sedative in 
disturbed patients; since it must be given intravenously 
in dilute solution, . disturbed dehydrated psychotic 
patients seemed particularly suitable. 

2:5 g. of hydroxydione was dissolved in 500 ml. of sterile 
5°, glucose saline solution. Two drip sets were used. A 
glucose saline drip was started, and the needle of a hydroxydione 
drip was inserted into the lumen of the lower part of the rubber 
tubing of the first drip and secured by adhesive. Each drip was 
controlled independently by a screw clip. This ensured that 
(1) the transfusion channel was functioning properly before the 
hydroxydione was used, thus diminishing the risk of tissue 
necrosis; (2) the solutions could be used independently or 
together; and (3) the transfusion channel would not become 
blocked on change-over from one solution to the other. 

The hydroxydione solution was given at 150 drops a minute 
until the patient fell asleep; it was then turned off and the 
glucose saline drip turned on. The hydroxydione was restarted 
at the same rate when the patient began to show signs of rest- 
lessness, until he again fell asleep. 

Six patients were treated—three with senile psychoses, one 
with paraphre1ia,*one with status epilepticus, and one with 
delirium tremens. All were successfully kept asleep for periods 
ranging from 2 hours to 3 days, during which 1-7 litres of 


Brain, R. Lancet, 1957, ii, 859, 
Rewell; R. E. Proc. Zool. er pont 1948, 118, 202. 
N. Angiology, 1957, 8, 5 

‘Afr. med. F. 1935, 29, 773. 


. Lawrence, W. E., 
. Goetz, R. H., Keen, 
. Goetz, R. H., Budtz- Oisen, oO. S. 
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fluid was infused. No ill effects were seen; the blood-pressure 
fell in four cases, but not dangerously. Four patients recovered 
and were able to eat. Two later died, one (who had had a 
hematemesis before treatment) of bronchopneumonia, and the 
other with a recurrence of status epilepticus. 

All these patients were seriously ill, dehydrated, and 
difficult to nurse. During sedation with hydroxydione 
for varying periods, very necessary fluid was given with 
comparative ease. —e 


Stanley eed D. A. Knox. 
RADIATION, LEUKEMIA, AND MALIGNANT 
DISEASE 

S1r,—The suggestion of Dr. Alice Stewart and her 
colleagues ' that antenatal X-ray examinations may cause 
malignant disease and leukemia in the child has been 
ably refuted by your correspondents,” but the growing 
publicity that this hypothesis has obtained and the 
widely expressed fear of diagnostic irradiation that it has 
encouraged demand further action. This should be your 
duty because of the uncritical enthusiasm with which 
you endorsed the preliminary communication in a leading 
editorial.6 Your editorials are so influential that no 
argument in your correspondence columns can out- 
weigh them with most readers, and although you are not 
expected to act as a referee in all such arguments, in this 
case, because of your original attitude, you are morally 
bound to express a further opinion. When you do so 
may I suggest that you emphasise the following points ? 

Stewart et al.” have agreed that “ Dr. Reid is justified 
in stressing that, on the evidence of our figures, over 90% 
of cases of malignant disease in children under 10 years 
of age (which are in any case rare) must be due to causes 
other than diagnostic irradiation”. In the less than 10% 
of cases in which the children were irradiated ante- 
natally these other causes could not be excluded, and the 
probability is that the same incidence of “ other causes ” 
would have been operative in this group. The absurdity 
of postulating: diagnostic irradiation as a possible cause 
becomes manifest when this argument is applied to the 
remaining less-than-1%. 

The controls used in this work were inadequate.” * 
Stewart et al. did not deny their inadequacy; instead they 
stated 7: “as previously reported, a higher incidence 
of antenatal irradiation is still found among our cases 
when comparison is restricted to controls of correspond- 
ing parity.”. Unfortunately, reference to the letter they 
quote ® does not appear to substantiate this statement, 
for therein appears: “‘ they were deliberately not matched 
for birth rank”, and “I am not at the moment in a 
position to quote parity figures for the mothers included 
in the preliminary report”; and the controls remain 
nebulous and inadequate. 

The figures given by Stewart et al. do not show, as they 
claim, “ that the child population dying of leukemia and 
cancer nowadays includes a disproportionately large 
number of first-born and twins ’’; nor is there evidence 
that matching for birth rank would have obscured this 
information if it were present. Indeed, such matching 
would have provided a sounder basis for attempting to 
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evaluate the part played by diagnostic antenatal irradia- 
tion than Stewart’s inability to think “‘ why, when first 
conceived, first-born children should be more likely to 
develop leukemia or cancer than other children ”’.® 
There was a time when people could think of no other 
reason than the evil eye. 

The suggestion that individual twins received significantly 
different doses of antenatal irradiation is baseless speculation. 
In the 10 years under review an antenatal X-ray examination 
often included several views—e.g., anteroposterior, postero- 
anterior, lateral, and both A-p and P-A half-axial (Thom’s and 
Chassard-Lapine’s) views—and my guess (as good as Stewart 
et al.’s) is that the individual twins would not have received 
greatly different doses. What do Stewart et al. mean by “a 
disproportionately large number of first-born and twins ” ? 
In proportion to what? Did they consider that the risk of 
malignancy per pregnancy must be at least twice as high 
for twins as for singletons because there are twice as many 
children per pregnancy ? 

In any case, even if we accept that these diseases and ante- 
natal X-ray examinations are commoner in twins and in the 
first-born it does not follow that there is a causal relationship. 
Huff '° warns: “‘ The post-hoc variety of pretentious nonsense 
is another way of changing the subject without seeming to. 
The change of something with something else is presented as 
because of.” This post-hoc-propter-hoc argument is particu- 
larly inapplicable in a case such as this, where diagnostic irradi- 
ation is extremely common and the alleged sequel extremely 
rare; and furthermore, where the same disease is known to 
occur as the result of other causes in at least 90°, of cases. 

Apart from the unsatisfactory method of the selection 
of the controls, the method of the collection of the 
information is open to question, and there is no evidence 
that the object of the interviews was hidden from the 
interviewing doctor or from the subject interviewed. 
Moreover, a slight bias could be introduced by the fact 
that a mother of a child dead of malignancy would have 
recalled the incidents of that particular pregnancy 
many times, and would only too readily catch the idea 
that an X-ray examination may have been responsible. 
The incidents of a first pregnancy would also be more 
readily recalled. But the incidents of later pregnancies 
with normal children would not be as likely to stimulate 
the memory. This bias, however, may not have affected 
the results materially, and in view of the fundamental 
fact of the inadequacy of the control group, it may not 
even be important at all. Perhaps more important is the 
possibility of unconscious bias in the authors. This one 
cannot fail to suspect. Mr. Hewitt has already contributed 
to the study of leukemia in relation to ankylosing spondy- 
litis and X-ray therapy. Without minimising this achieve- 
ment, one cannot but wonder whether in the work being 
discussed here he merely found what he sought. The 
ease with which the authors attribute leukemia and 
malignant disease to X-ray examinations because they 
can think of no other reason, their unquestioning accept- 
ance of the significance of the word “ routine” on an 
X-ray request form, and the important apparent contra- 
diction (noted above) in their evidence also seem to point 
to bias. 

The work of Stewart et al. has assumed the importance 
that you attributed to it as “ the first published epidemo- 
logical evidence of the hazards of diagnostic radiology 
to the patient”’.* As such it deserves re-valuation by 
you without reference to other speculative extrapolations 
from massive doses of irradiation in man and in experi- 
mental animals, for there is no other relevant suggestion 


10. Huff, D. How to Lie with Statistics; p. 135. London, 1954. 


that these can be compared with the doses obtaining in 
diagnostic procedures. 

You would be rendering a service to the profession 
and to the public if you would persuade Dr. Stewart 
and her colleagues to publish the full results of their 
survey, of which we have had, after 18 months and in 
spite of its alleged importance and wide publicity, only 
the preliminary report. 


Johannesburg. HARRIS JACKSON. 


*,* We have no regrets about publishing the prelimin- 
ary communication by Dr. Stewart and her colleagues: 
we see it as one of our functions to make known as soon 
as possible those findings which, we judge, may turn out 
to be of crucial importance. By our remarks at the time 
we sought to draw attention to the possible significance 
of these preliminary results: we did.not endorse any 
particular conclusion that might be drawn from them. 
We have shown Dr. Jackson’s letter to Dr. Stewart and 
we are glad to learn from her reply, which follows, that 
the final report on the survey is nearly complete. We 
await with interest an opportunity to reassess the situa- 
tion.—Eb. L. 


S1r,—Like Dr. Jackson, we regret the length of time 
which has elapsed between our preliminary communica- 
tion and the appearance of a full report. This delay has 
resulted from the unusually large scale of the survey and 
the fact that we have studied a number of other topics 
besides foetal irradiation. In the meantime we have always 
given the fullest available information to anyone who was 
sufficiently interested to write to us direct. 

Dr. Jackson’s criticisms are of the most general kind 
and cannot be answered adequately in a letter. In our 
final report we shall deal with the possibilities of error 
arising from imperfections in the selection of controls and 
from bias in the mothers’ reports. As this report is now 
nearly complete and should be in print shortly, we would 
ask readers who share Dr. Jackson’s scepticism to suspend 
judgment until they have seen the evidence in full. 

ALICE STEWART. 
D. Hewitt. 
J. W. Wess. 


THE DOCTOR’S ATTITUDE TO HIS PATIENT 

S1r,—Had Dr. Ryle, in his letter last week, been able to 
suppress part of his personality (it would have been too 
soon to have expected a change) he would not have 
revealed himself as such an unscientific observer by 
attributing statements to me which I never made. 

The point at issue is this. In the past doctors have not 
thought it worth while to investigate functional disorders, 
partly because the scientific instruments in use always gave 
negative results. Today the position has changed; these 
disorders are being subjected to scientific inquiry and the 
main instrument used is the psychiatrist’s own mind. Just 
as the scientist recognises and allows for the errors of the 
scientific instruments he has fashioned, so the psychiatrist 
must recognise and allow for the errors of his own mind 
if he attempts to use it as a scientific instrument. In 
learning to recognise the errors of his mind, the psychia- 
trist undergoes some personality change; for, in seeing 
himself at times as others see him, he becomes less bound 
by his previous pattern of behaviour and more receptive 
to the behaviour problems of his patients. 

Scientific inquiry has shown that the psychoanalyst 
cannot practise his specialty without undergoing an 
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analysis himself, and recent research suggests that the 
general practitioner cannot attempt similar work in a 
limited field without undergoing some modified analysis 
or personality change. It has been found that general 
practitioners can effect this change by regular attendance 
at seminars dealing with the psychiatric problems of their 
patients. 
London, W.8. H. STEPHEN PASMORE. 
S1r,—Dr. Ryle (March 22) is surely correct that in 
order to carry out psychotherapy in general practice it is 
not necessary for the family doctor to ‘‘ make a personality 
change ”’. This idea derives from Dr. Balint’s book,' but 
recently when I asked Dr. Balint about this, he agreed 
that he meant only a change in approach on the part of 
the doctor to his patients’ problems and a better under- 
standing of the part which the doctor himself plays in 
the doctor-patient relationship. Not even two years’ 
attendance at a Tavistock Clinic seminar would produce 
a basic personality change in the doctor. 
St. Mary Cray, Kent. E. TUCKMAN. 
STAINING FOR LEUCOCYTE PEROXIDASE 
S1r,—The use of benzidine as a laboratory reagent is 
rapidly becoming a thing of the past. Those engaged in 
its manufacture are exposed to the risk of carcinogenesis, 
and for this reason it is no longer being produced: 
o-tolidine provides a satisfactory substitute, and has 
been used for some time in testing for occult blood in 
feces.” ; 


When blood-films are stained for leucocyte peroxidase 
activity, benzidine may be replaced by o-tolidine, and there 
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is little difference in the final appearance otf the film. Using 
Washburn’s method of staining,’ the reagents are: 


Solution 1. o0-Tolidine a 0-3 g. 
Ethyl alcohol . . gx - as re -. 999ml. 
Sodium nitroprusside (saturated solution) - pa 

Solution 2. Six drops of twenty-volume hydrogen peroxide solution in 


25 ml. water. 


The accompanying figure shows the appearance of a 
peroxidase-positive and a peroxidase-negative leucocyte, 
using this raethod with a Leishman counterstain. 


Department of Clinical Pathology, 
Charing Cross Hospital Medical School, 


London, W.C.2. ALLAN JACOBS. 


1. Balint, M. The Doctor, the Patient, and his Illness. London, 1957. 
2. Kohn, J., O’Kelly, T. #. clin. Path. 1955, 8, 249. 
3. — L. E. H., Britton, C. J. C. Disorders of the Blood. London, 


BASAL METABOLIC RATE IN THYROTOXICOSIS 


SIR,—We were very pleased to see the interesting paper 
by Professor Wayne and his colleagues (March 22). 
Their results so completely agree with those obtained at 
the West London Hospital during a three-year period 
that we should like to bring these to your attention. We 


Goldberg and 
aman 


Crooks, Murray, 
and Wayne 


Euthyroid Thyrotoxic) Euthyroid Thyrotoxic 





No. of patients .. re 73 136 237 95 
No. of patients having non- 
confirmatory B.M.R. 9 16 32 ll 
results ‘ = (12°3%) (11-8%) (13'5%) (116%) 


have used Robertson’s technique ' for determining the 
B.M.R. (barbiturate sedation was not used) and the 
standards of Robertson and Reid.’ 

Comparable results are shown in the accompanying 


table. 
I. J. L. GOLDBERG 


M. J. SEAMAN 
E. K. Bruck. 


West London Hospital 
Medical School, 
London, W.6. 


NEW METHOD OF PHENOBARBITONE 
ADMINISTRATION 


‘Str,—No conclusion whatever can be drawn from the 
data presented by Dr. O’Connor last week. Of his 
18 patients, most or all (it is not clear which) were taking 
primidone or diphenylhydantoin, or both, at the same 
time as ‘ Spansule’ phenobarbitone, and some were 
having their doses of diphenylhydantoin increased ; credit 
for improvement cannot be assigned to any one of those 
drugs separately. There can be no guarantee that the 
patients took their various anticonvulsants as regularly 
before the spansule period as they did during it. Much 
or all of the “improvement in personality ” may have 
been due to added interest shown in the patients during 
this stimulating trial. Since fits occur especially at times 
of bodily inactivity and mental vacuity, this added interest 
and stimulation may have helped to reduce their fre- 
quency. 

Eighteen is too small a number of cases. The only 
valid kind of test of such a method of treatment would be 
a double-blind controlled clinical trial, planned with 
advice from a medical statistician. Dr. O’Connor’s results 
are striking indeed, but others hardly less striking have 
been overthrown by controlled trials, good examples 
being those of Kurtzke and Berlin * and Booth et al.‘ He 
will have to begin again. 

London, W.1. JOHN PENMAN. 

Sir,—Dr. O’Connor’s article comes opportunely at a 
time when it seems that, in children at least, phenobarbi- 
tone is responsible for as many symptoms as it alleviates. 
The personality changes described are most encouraging, 
and I hope that Dr. O’Connor or someone else will soon 
be able to repeat this work with children who are receiving 
phenobarbitone only. So many other forms of treatment 
were being given, besides the doubling of the daily dose 
of phenobarbitone, that some of the improvement observed 
may have been due to something other than the method of 





Robertson, J. D. Brit. med. ¥. 1944, 1,617. _ 
Robertson, J. D. Reid, D. D. Lancet, 1952, i, 940. 
Kurtzke, J. F., Berlin, L. Amer. Rev. Tuberc. 1954, 70, 577. 
* Booth, C. B., et al. J. Amer. med. Ass. 1957, 163, 168. 


1 
2 
3 
4 








698 MEDICINE AND THE 





THE LANCET 


LAW—PARLIAMENT 





administering phenobarbitone, and it is most important 
that the success of this treatment should be confirmed as 
quickly as possible. 


Lewes, Sussex DENNIS PIRRIE. 


ADRENALINE CREAM 

Sir,—The rationale for the treatment of muscular 
rheumatism with adrenaline cream, which I first advocated 
ten years ago, was criticised on five counts: 

(1) Adrenaline could not be stabilised in a fatty base. 

(2) It could not penetrate the skin. 

(3) Even if it did so the amount would be too small to be 
effective. 

(4) If it did have any effect it would reduce the blood-supply 
to the muscles because it would constrict the arteries supplying 
them and not expand them, as I claimed. 

(5) There was no anatomical or physiological evidence for 
the claim that much of the pain of muscular rheumatism 
emanates from “ trigger-spots ”—localised areas of muscle in 
spasm. 

It can now be justly claimed that all these criticisms 
are unfounded. 

(1) Pharmaceutical tests specially devised for the assay of 
adrenaline cream have proved it has a substantial shelf-life. 

(2) By histochemical methods, Bourne ' has demonstrated 
that adrenaline in a fatty base penetrates living skin rapidly. 

(3) Work at the National Institute for Medical Research 
proved that the action of adrenaline on the arterioles * of 
skeletal muscle is peculiar in that it relaxes them. The con- 
centrate required to produce this effect is astonishingly 
small. 

(4) Bonica * has confirmed the existence of trigger spots and 
their responsibility for rheumatic pain. Other authorities ‘ * 
have expressed their agreement. 

The few and, in my opinion, perfunctory clinical trials 
of adrenaline cream have given equivocal results but it can 
surely be claimed that criticisms of the rationale, and par- 
ticularly against the claim that adrenaline can penetrate 
the skin, are unjustified. 


London, W.1. Louis Moss. 


LEG SUPPORT FOR USE DURING VAGINAL 
OPERATIONS 

Sir,—I was interested in Dr. Goodwin’s letter of 
March 8 criticising the type of leg support which I had 
previously described,® and I should like to comment on 
his remarks. 

The abduction of the thighs is obtained without any eviews 
lordosis, but it is part of my design that this abduction can be 
varied to suit the operator’s requirements, and it can be 
reduced to any required degree. 

The popliteal vessels are not compressed by the canvas 
support, as this is quite effective when it reaches only half way 
up the calf of the leg. With regard to the access by the assistant 
to the field of operation, I have repeatedly asked those who help 
me their opinion about this, and I am told that they find this 
no difficulty and even welcome the support of the strut to 
lean on without actually putting their weight on the patient’s 
leg. 

Mr. Goodwin’s photographs show very clearly those points 
which I have endeavoured to avoid, particularly with regard 
to excessive flexion of the hip-joint. This flexion predisposes 
to thrombosis and backache, and my anesthetist dislikes it 
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because the pressure of the thighs on the abdomen seriously 
interferes with respiratory movements. 

I have the advantage of having worked with the type of 
support illustrated by Mr. Goodwin as well as my own, and 
I think if he is able to make a similar practical comparison, 
he will agree that the design I have suggested has certain 


definite advantages. 


General Hospital, 
Ashton-under-Lyne. 


T. B. FitzGeRALp. 
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Death from Barbiturate and Alcohol 

In 1956, 223 people died in England and Wales of 
accidental barbiturate poisoning—compared with only 54 
ten years previously. Death may result from a moderate 
dose of barbiturate if alcohol is taken as well.! This was 
shown again at a Sutton inquest on March 18.? 

A man, aged 50, had been under heavy pressure of work, 
and, according to his family doctor, i insomnia had been “ a con- 
siderable problem ” to him; he was accustomed to taking up to 
four capsules a night of a barbiturate, which his doctor agreed 
was a fairly heavy dose. He was found dead in bed one morn- 
ing, and analysis of his stomach contents indicated that he had 
taken only his usual dose of barbiturate; but a bottle of whisky 
bought the previous night was only a quarter full, and the 
housekeeper said she had never known him drink as much 
before. The coroner said that it was not as generally known 
as it should be that a dose of barbiturate that was not normally 
fatal might be fatal if taken with alcohol. 

A previous inquest indicated that methylpentynol is 
also dangerous in conjunction with barbiturate.* 

1. See Lancet, 1953, i, 1140; ibid. 1953, ii, 554. 


2. See Liverpool Daily Post, March 19, 1958. 
3. See Lancet, 1955, i, 1332. 








Parliament 





QUESTION TIME 
Persomnia 

Mr. JOHN RANKIN asked the Minister of Health if he was 
aware of the growing feeling in medical circles that ‘ Persomnia’ 
should not be on free sale across the counter but only on the 
prescription of a registered medical practitioner.—Mr. DEREK 
WALKER-SMITH replied: I am aware of the publicity that has 
been given to this preparation and of its alleged abuse in certain 
cases. I have no official reports upon it, but I am consulting 
with the Home Secretary as to whether a further reference to 
the Poisons Board of bromvaletone and carbromal, the principal 
ingredients concerned, would be desirable in the light of such 
general information as is now available. 


Refunds for Prescription Charges 
In six years some £3,200,000 for prescription charges has 
been refunded through the Post Office to needy persons. 
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PINKERTON, J. R. H., M.D. Cantab.: consultant pathologist, Boston group of 
hospitals, Lincolnshire. 

Suarpe, OLIve, M.D. Sheff., M.R.C.P., D.C.H.: consultant pediatrician, Royal 
Liverpool Children’s Hospital. 


Colonial Appointments: 
ATKINSON, P. I., M.B. Calcutta: M.O., Northern Region, Nigeria. 
BraHMan, A. P., M.B. Madras: M.O., ” British Guiana. 
Cuick, J. H., MB: M.O., Tangan 
Diacory, H. J. P. > M.B., D.T.M. Pe u:: "M.O. ( ie C), Trinidad. 
DonneLLy, J. P., ‘L.R.C.P.1.: M.O, (grade B), a «peas 
Morrtra, N. G., M.D. Rome, D.M.R.E.: radiologist, 
SLAWINSKI, KAROL, M.D. Beirut, T.D.D.: M.O., a 
Watts, M. B.. M.B. Lond., D.OBST., D.C.H.: M.O.; Sarawak. 
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HENRY CODDINGTON BROWN 
C.1.E., B.A., M.B. Cantab., D.T.M. & H. 


Major H. C. Brown, who died on March 18 at the age 
of 81, will be remembered by colleagues in India and in 
this country for his work as bacteriologist at the Central 
Research Institute, Kasauli, and at the Wellcome Labora- 
tories in London. 

He was born in India and came of a family which gave dis- 
tinguished service to that country. Educated at Dulwich 
College, Emanuel College, Cambridge, and St. Thomas’s 
Hospital, he rowed for his college and represented his hospital 
at water-polo. 

Soon after qualifying in 1902 he joined the Indian Medical 
Service and, after service on the North West Frontier and in 
China as a regimental medical officer, he became bacteriologist 
and assistant director of the Central Research Institute, Kasauli. 
During the 1914—18 war his department was responsible for the 
preparation of vaccines for the Indian troops fighting in the 
Middle East, and it was at this time that he worked out the 
method which is still in use of estimating the number of 
organisms in a bacterial stspension by comparison with a series 
of tubes of graded opacity. 

He left the I.M.S. soon after the end of the war and was 
appointed bacteriologist at the Wellcome Bureau of Scientific 
Research, London (now the Wellcome Laboratories of Tropical 
Medicine). After he left this post in 1940 he worked for some 
years, part-time, at the Leishman Laboratory, Aldershot, before 
retiring first to Budleigh Salterton and finally to Camberley. 
He is survived by his wife, a son, and a daughter. 

J.C. B. writes: 

Brown was mainly interested in the electrical charges carried 
by bacteria and protozoa, with particular reference to the 
changes brought about by the action of immune serum and salts 
of high valency. This work excited little comment at the time, 
but its value has been increasingly appreciated in recent years. 
In 1922 he was associated with Sir Philip Manson-Bahr and the 
late C. M. Wenyon in diagnosing the first case of Weil’s disease 
recognised in England, and thereafter he made a series of studies 
on the epidemiology of that disease, and on serological methods 
of diagnosis. 

He greatly enjoyed the society of his fellows; he had a fund of 
amusing reminiscences, and specially enjoyed recounting epi- 
sodes that told against himself. He made an admirable colleague, 
easy to work with, always ready to listen to the opinions of 
younger men, and generous in his apportionment of credit to 
any who collaborated with him. 
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MARCH 30 TO APRIL 5 
Tuesday, Ist 


Roya Soctrety OF MEDICINE, 1 ly. Street, W. 
8 P.M. Orthopedics. Mr. John Cho *Fallus Valgus. (Presidential 


INSTITUTE OF deta YY AND OTOLOGY, 330, ae Inn Road, W.C.1 
5.30 P.M. Prof. F. C. Ormerod: Pathology of I nternal Ear. 
West Enp HospiTaL FoR NEUROLOGY AND NEUROSURGERY, 91, Dean 


Street, W. 
5.30 P.M. Dr. E. H. Larkin: Physical Treatment and Psychiatry. 


Wednesday, 2nd 


Royar Society oF MEDICINE 
5.15 wy * weer’ of Medicine. Dr. K. Bryn Thomas: James Douglas of 


INSTITUTE OF er, Maudsley Hospital, Denmark Hill, S.E.5 
4.30 P.M. Dr. I. Weinstock (New York): Statistical Evaluation in 
at I 
as 15 (36. Harbo Road, Edgb: Bi 
-15 P.M. . re aston. imminghem, 15.) Mr. Hi 
: Hospital Developments. (Valedi ory address.) mal 


L Society 
(Medical School, ty of Manchester.) Prof. L. N. 
: Renal Calculus 


MANCHESTER MEDICA’ 
4.30 P.M. 
Pyrah 


PHYSICS AND PHYSIC IN GLASGOW 

Tue clinician, busy with the sick, often dreams of doing 
research; and hospital physicists do the same. Dr. J. M. A. 
Lenihan, in his entertaining report as regional physicist to the 
Western Regional Hospital Board in Scotland, writes: “‘ The 
main function of the department is not to produce new know- 
ledge but to help the sick in more immediately obvious ways ”— 
by teaching, construction and repair of instruments (including 
audiometers), and help in the clinical use of isotopes. But 
research is done: the projects include a means of summoning 
staff by radio, and a comparison of the arsenic content of haift 
in smokers and non-smokers (as an index of the relative intake) 
by means of activation analysis—i.e., neutron bombardment 
followed by study of the induced radioactivity. The depart- 
ment has also made some investigations into radioactive fall- 
out. The physics department has built an end-window Geiger 
counter, specially suitable for a pure f-emitter such as *Sr, 
and in cooperation with the food science department has 
compared the Sr content of dried milk prepared before 
1954 (negligible) and of Jater samples (up to 10 strontium units). 
A larger programme, involving tests of milk and grass, is in 
progress. 

Man irradiates his fellows not only by firing bombs but 
in the more innocent techniques of diagnostic and therapeutic 
radiology, and radiation control is an important part of the 
physics department’s work. The X-ray-therapy machines in 
six, hospitals are calibrated daily or weekly, and the department 
assists in planning radium treatment. It also monitors the 
region’s 400 radiation workers for radiation dosage by means 
of film badges. Of 1000 consecutive reports, the weekly dose 
level was under 0-025r in 565, and over 0-3r (the upper limit 
prescribed in the Code of Practice) in 16. In a quarter of a 
group with excessive exposures, the film had been separated 
at some time from the supposed wearer. “ These figures ”’, 
comments Dr. Lenihan, “ give no cause for alarm but they 
indicate room for improvement.” The exposures varied greatly 
from one department to another; the hazard was in general 
well controlled in diagnostic departments, but “ the equipment 
generally available for the storage, preparation and transport 
of radium «is seriously inadequate by current standards.” 
During the Glasgow mass-radiography campaign of March- 
April, 1957, when 700,000 examinations were made, often in 
conditions far from ideal, no unreasonable radiation hazard 
was found—70% of the films returned indicated doses less 
than a third of the tolerance level—but doses were higher, on 
the average, than those found in hospital X-ray departments. 
Measurements of the radiation received by patients were to 
start this year. 

Another service to X-ray departments is the “ lucrative and 
entertaining process” of silver recovery—though in some 
departments the return is moderate because of “ agreements 
made some years ago with astute contractors.” 


RADIOTHERAPY UNIT AT WIRRAL 

Topay, Friday, Lord Cohen of Birkenhead is to open a radio- 
therapy unit at Clatterbridge Hospital, Wirral, Cheshire, which 
houses one of the five new linear accelerators, operating at a 
tension of 4-5 million volts, ordered by the Ministry of Health 
for selected radiotherapy centres. The new unit is an extension 
of the Liverpool Radium Institute. Besides providing the 
accelerator, the Ministry is paying for the ward units, which 
have been adapted from a wartime American hutted hospital 
to provide 63 beds. The walls of the treatment room are of a 
special high-grade concrete, varying in thickness between 
2 ft. 6 in. and 4 ft. 6 in. Both the treatment table and the beam 
can be moved during treatment to make possible both rotation 
and arc therapy. A wider range can be secured by moving the 
floor or moving the table laterally on rails. The treatment 
planning room contains special X-ray apparatus for determin- 
ing precisely the direction and size of the treating beam. It 
includes a planigraph, which can take a radiograph of a 
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transverse section of the body. The radiographer can observe the 
patient under treatment by means of mirrors and talk to him 
through a two-way sound channel. There is a minor operating- 
theatre for radium insertions. 


CHANGE IN CORTICOTROPHIN PREPARATIONS 

REVISED methods of assay of corticotrophin (A.C.T.H.), to be 
adopted after March 31, necessitate changes in unitage and 
labelling. In most of the assays the drug will be given subcu- 
taneously, and the preparation will be labelled “ not for intra- 
venous use”. The dose needed to produce a given effect by the 
subcutaneous or intramuscular route will be unchanged, in 
terms of units. But material for intravenous use (labelled “‘ for 
intravenous use only’’) will have to be prescribed in about 
three times the number of units formerly used to produce 
a similar effect. 

Hospitals will be able to order their supplies direct from the 
manufacturers, and the preparations may be prescribed on 
form E.c.10. 


A PROCTOLOGY JOURNAL 

In Britain proctology is no more than a special interest of 
some general surgeons; but in America it is regarded as a 
specialty of sufficient importance to’ engage the undivided 
attention of those who practise it. The American Proctologic 
Society was founded at the beginning of the century; but while 
newer specialties have established their own journals, the 
proctologists have had to remain mute or to find an outlet in 
more general journals. At last, mainly through the exertions 
of the American Proctologic Society, a new journal has been 
born—Diseases of the Colon and Rectum—under the editorship 
of Dr. Louis A. Buie.' It has been a guiding principle of the 
society that the interest of those engaged in the specialty should 
not become too circumscribed, and the subject matter of the 
first issue of the new journal indicates that this commendable 
intention is to be its guiding policy. Furthermore a flavour of 
internationalism is notable in the authorship of the original 
articles. Of especial value are the selected abstracts and a 
comprehensive list of articles on colonic or rectal disorder 
published elsewhere. 





University of Leeds 
At recent examinations the following were successful: 


M.D.—G. W. Lewis. 
M.B., Ch.B.—R. M. Hind, M. P. Wootliff. 


University of Manchester 
Dr. J. C. Denmark has passed part 1 of the examination 
for the D.P.M. 


University of Sheffield 

The title of director of clinical studies has been conferred 
on Dr. I. B. Sneddon, lecturer in dermatology and secretary 
of the clinical committee of the faculty of medicine, and of 
honorary lecturer in psychiatry on Dr. F. J. S. Esher. 


Royal Society 
The 25 newly elected fellows of this society include: 


Mr. M. Abercrombie, reader in embryology in the University of 
London at University College; Dr. E. P. Abraham, a senior research 
officer, Sir William Dunn School of Pathology, University of Oxford; 
Dr. J. R. Baker, reader in cytology, University of Oxford; Miss Edith 
Bilbring, university demonstrator in pharmacology, University of 
Oxford; Dr. R. K. Callow, research chemist, National Institute for 
Medical Research, London; Dr. F. J. Fenner, professor of micro- 
biology, Australian National University, Canberra; Dr. Alexander 
Haddow, professor of experimental medicine in the University of 
London and director of the Chester Beatty Research Institute, Insti- 
tute of Cancer Research, Royal Marsden Hospital; Dr. A. St. G. J. 
McC, Huggett, professor of physiology in the University of London at 
St. Mary’s Hospital Medical School; and Dr. J. E. Smith, professor of 
zoology, Queen Mary College, London. 

1. Published monthly in the U.S.A. by J. B. Lippincott, Philadelphia, Pa., 
and in the United Kingdom by Pitman Medical Publishin, &o., Ltd., 


39, Parker Street, London, W.C.2. $12 or £5 per annum. ¢ editor’s 
aes is: Mezzanine Floor, Room.1, Kahler Hotel, Rochester, Minn., 


University of Bristol 
Dr. R. St. J. Buxton has been appointed lecturer in physio- 
logy and Dr. P. T. Smith demonstrator in pathology. 


Royal College of Surgeons of England 

The tenth anniversary dinner of the Faculty of Anesthetists 
was held at the college on March 19. The dean, Dr. Frankis 
Evans, announced that a chair of anesthesia was to be estab- 
lished at the college and that Dr. R. F. Woolmer, present 
director of the department of anesthetics, would be its first 
occupant. The British Oxygen Co. had endowed the chair in 
perpetuity with a gift of £150,000. This, Dr. Evans declared, 
was another magnificent example of the farsightedness of 
industry and commerce in recognising the need to support 
research. He also spoke appreciatively of the great volume of 
work that Dr. Woolmer and his colleagues had accomplished so 
quickly in their department. Among the guests were the Soviet 
ambassador, Mr. Jacob Malik, and three noted Russian sur- 
geons visiting this country, Prof. B. A. Petrov, Prof. V. I. 
Pshenichnikov, and Prof. I. S. Zhurov. Sir James Paterson 
Ross, president of the college, welcomed them in confident 
Russian and, to mark the occasion, presented each of the sur- 
geons with a book. Professor Petrov said that Russian surgeons 
had always had great respect for their British colleagues and 
their work, and be recalled how in 1943 the honorary fellowship 
of the college had been conferred on Prof. S. S. Yudin, whose 
work he was now carrying on. As a finale, Professor Petrov 
allowed himself a few rousing words in his own tongue, and 
these Dr. A. J. E. Duddington promptly interpreted as “‘Long 
may the friendship between British and Soviet surgeons and 
anesthetists flourish; long live the British and Soviet people.” 
The Minister of Health, Mr. Derek Walker-Smith, proposed 
The Faculty (“young in years, old in respect and achievement’) 
and the dean responded. In making The Guests feel at home, 
Dr. G. S. W. Organe hoped that many more visitors would come 
and go between Russia and Britain. The response for the guests 
came from the Lord Mayor of London, Sir Denis Truscott. 





Prof. W. Mayer-Gross is to give the Adolf Meyer lecture at the 
1958 annual meeting of the American Psychiatric Association, at 
San Francisco. 

A postgraduate course in pediatric surgery, organised by the 
Evelina Hospital and the Department of Child Health of Guy’s 
Hospital, is to be held in London at the Evelina Hospital, on Satur- 
day, April 19. Further particulars will be found in our advertisement 
columns. 

The Central Council for Health Education is holding an inter- 
national seminar on health education at Froebel Educational Insti- 
tute, Roehampton Lane, London, S.W.15, from April 22 to 25. 
Lieut.-General Sir Bennett Hance, president of the medical board 
of the Commonwealth Relations Office, will give an opening 
address on the fundamental nature of health in community develop- 
ment. Further particulars may be had from the medical director of 
the council, Tavistock House, W.C.1. 


The College of General Practitioners has set up temporary head- 
quarters at 41, Cadogan Gardens, London, S.W.3 (Sloane 8333). 


The annual general meeting of the Auxiliary Royal Army Medical 
Corps Funds will be held at 11, Chandos Street, London, W.1, on 
Monday, March 31, at 5 P.M. 


The spring dinner of the Wessex Rahere Club will take place at 
the White Hart Hotel, Salisbury, on Saturday, April 19, at the 
request of members in Eastern Wessex. Any Barts graduates 
will be welcome to dine and are asked to write to the hon. secretary, 
Mr. A. Daunt Bateman, 11, The Circus, Bath, Somerset. 


The London Medical Orchestral Society will give a concert, in 
aid of the Jack Buchanan Cancer Fund, at the Royal College of 
Surgeons, Lincoln’s Inn Fields, London, W.C.2, on April 26, at 
8 P.M. Tickets (£1 Is., 12s. 6d., and 7s. 6d.) may be had from the 
secretary, 6, Oxford Court, W.3. 





CORRIGENDUM: While the late Dr. J. G. Greenfield was working in 
Leeds, Matthew Stewart held the appointment of clinical pathologist 
at the General Infirmary. He was not appointed to the chair until 
1917, when A. F. S. Leyton retired from the professorship owing 
to ill health. 
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the only 
comprehensive 
cartridge range 


SAFE - SURE - SIMPLE & SPEEDY 


the Viule injection technique in use throughout the world, offers 


outstanding advantages at no extra cost. Details of the syringe and a 


list of the wide range of drugs available will be gladly sent on request. 


Literature and further information gladly sent on request 


BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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“Yes, Doctor, I’m certainly 


on the right line with 
SCOTT’S Twin-Pack” 
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your colostomy patient... 


can be kept happier and more comfortable with the recently invented 


HALLARD 


colostomy appliance 


The improvements achieved are... 

e Light in weight, only 3} ounces. 

e More comfortable and safe to wear in day and night 

conditions than other appliances. 

e A foamaprene pad, being porous, has air circulation obviating 

perspiration, and supersedes the use of cotton wool. 

e A perforated polythene cup, allows air circulation which pre- 
vents a vacuum being created, and stops suction and harm to the 
flesh at the opening. 

A lip round the cup ensures a perfect body seal. 
For feces (residue) removal all that need be done is unhook the 
brace ends and release the cup and contents for disposal, with- 





out taking the appliance off. After new cup dressing, replace it, ; : ‘ 

and re-hook the brace ends. The Appliance is finely made, for 
e The appliance control is with narrow elastic web bands arrange- trouble free use, and for moderate 

ment, so it is easy to adjust to exact fit, and to ensure absolute outlay, so help and please your 


ease, comfort, and security. colisesaens aniat be cenbiitinn 
The dressing is two to three layers of absorbent gauze placed . y y sugs' dre 
between body and foamaprene pad, and nested into the cup— It will bea pleasure to give you any 
and piece of lint inside to cover the cup perforations. i further information upon request. 


BROOKS APPLIANCE CO., LTD. 


80 CHANCERY LANE, LONDON, W.C.2 93 MARKET STREET, MANCHESTER, I 
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A COMBINATION OF SULPHONAMIDES 
WITH PENICILLIN AND CERTAIN VITAMINS 
OF THE ‘“B’’ GROUP FOR ORAL USE 


‘Batrillin’ is of value in the treatment of pneumonia, 
urethritis, otitis media, mastoiditis, tonsillitis, sinusitis, 
scarlet fever, gonorrhoea and intra-uterine infections 
which may involve a wide range of organisms. 


‘Batrillin’ may also be used prophylactically prior to 
many minor surgical operations. 





FORMULA: Sulphadimidine B.P. 0-0925G 
Sulphamerazine B.P.C. 0-0925G 
Sulphadiazine B.P. 0:065G 
* ; Nicotinamide B.P. 10 mgms. 
Sample available on request Aneurine Hydrochloride B.P. 1-5 mgms. 
Penicillin B.P. 100,000 units 
POISON SI S4 


Manufactured in the laboratories of 


JAMES WOOLLEY SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER, 3. 
Associated with J. C. Arnfield & Sons Ltd., Stockport. 
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Succinate- 
Salicylate 
Therapy 


a safe and effective 
treatment for 


rheumatic disorders 


A SUCCINATE-SALICYLATE Combination 
was found superior to acetylsalicylic acid 
in rheumatic states both on grounds of 
therapeutic efficacy and lower toxicity. 
Adequate amounts of the former could be 
administered with more lasting effect and 
with fewer and milder side effects. 
Furthermore, succinate-salicylate affects 
the disease process itself, as well as 
relieving painful symptoms, and does not 
abnormally increase prothrombin time 
even after prolonged dosage. 


Summary of study on Succinate-salicylate therapy 
Delaware State Medical Journal (1954) 26, 22. 


BEREX 


SUCCINATE -SALICYLATE THERAPY 





FORMULA: calcium succinate 2.8 gr. acetylsali- 
cylic acid 3.7 gr. 

IN TABLET FORM: basic N.H.S. price 4/84d. 
— 100 tablets; 24/3d 600 tablets. 


A professional sample will gladly be sent on request to 
MEDICAL DEPARTMENT, CLINOD PHARMACEUTICALS LTD., 
BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX 


Sw © 
MUCH 


MORE 
VALUE 


SO MUCH MORE 


in mileage, silence and grip 


SO MUCH MORE 


in cornering stability, even wear and 
comfortable riding. 


sO MUCH MORE 


in all-round value. 





That is why it was immediately fitted 
as standard equipment by the majority 
of British Motor car manufacturers. 
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AGAINST 
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NIPA 
LABORATORIES 


LIMITED | 
TREFOREST INDUSTRIAL ESTATE Wr CARDIFF 








Sole Distributors for the United Kingdom 
P. SAMUELSON & co 
, CRUTCHED FRIARS, LONDON, E.C.3 
Telephone: ROYAL 2117/8 
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FOREMOST AMONG THE 
TONIC RESTORATIVES 





Tonalix has been found of great value as a tonic 
due to its special formulation of Vitamin B,, 
Liquid Extract of Malt and the Glycerophosphates 
of Iron, Magnesium and Potassium, combined 
with Pepsin and Strychnine. 

Its delicate flavour is acceptable to the most 
fastidious palate and it can confidently be pre- 
scribed in devitalized conditions, as it improves 
appetite and increases mental and physical activity. 

Samples and Literature on request. 
Available in 4-0z.; 8-0z.; 16-0z.; 40-oz.; and 
80-0z. bottles. 
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& CO LID BRISTOI 
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Where Medical Practitioners 
find Specialists in 


NON- CANCELLABLE 
— wih Fogcey 

SICKNESS & ACCIDENT 
INSURANCE 


3 LIFE ASSURANCE 
3€ PERSONAL PENSION POLICIES 


When you ore BUYING A NEW CAR ask for details 
of the HIRE PURCHASE SCHEME of the MEDIC 
SICKNESS FINANCE CORPORATION LTD. 


Please write for particulars, mentioning this advertisement. 


ML DICAE 









3 CAVENDISH SQUARE 


Telephone 


LONDON : W.I 
LANgham 2991 


SICKNESS ANNUITY 
AND. LIFE ASSURANCE SOCIEIYVI" 
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MANAGEMENT OF BURNS BOOKS 


MEDICAL AND SCIENTIFIC 


Six articles prepared by a subcommittee of the 
































BRITISH ASSOCIATION OF PLASTIC Catalogues on request 
; pessar ge wel LENDING LIBRARY 
- ced sn ae im a — ‘ Annual Subscription from £1 17s. 6d. 
ese articles record the practice of surgeons who ar 
are treating burns every day and who see the good Prospectus on application 
results of treatment that is carefully planned from EASTER HOLIDAYS, 1958 
the start. Here is their plan, fully but briefly set out. All Departments will be closed April 4th—7th inclusive 
48 pages Price 2s. 4d. (postage 4d.) 
THE LANCET LIMITED H. K. LEWIS & Co. Ltd., 136 Gower Street, 
7, Adam-street, Adelphi, London, W.C.2 London, W.C.1. Phone: EUSton 4282 
ST. ANDREW’S HOSPITAL tenrat visonvens 
* MENTAL DISORDERS 
NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT: THOMAS TEN NENT, M.D., F. R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
seams with apes ial nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 
can be provided. 

WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders b 
the most modern methods; insulin treatment is available for suitable cases. It also contains Laboratories for biochemical, 
bacteriological, and pathologic al research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 
and farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 
farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at 
Llanfairfechan, amidst the finest scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 
house on the seashore. There is trout-fishing in the park. 


For terms and further particulars apply to the Medical Superintendent " (TELEPHONE: Northampton 4354, 3 lines), who 
can be seen in London by appointment. ad 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home HEIGHAM HALL, NORWICH 


235-7 BALLARDS LANE, N.3 Tel.: FiNchley 5283 | PRIVATE MENTAL HOME for Nervous and Mental illness. All types 


of treatment carried out. Accommodation for Alcoholics and Addicts 
available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 








Resident Med. Director Dr. R. M. RIGGALL, 
Mem. Brit. ae Socy. 
— Apply to Dr. J. A. SMALL Telephone: Norwich 20080 





Deep insulin coma unit, smhabetam etc. 





THE MEDICAL PROTECTION SOCIETY .umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: 41 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 








Vacancies 





ACADEMIC AND EDUCATIONAL Page ; St. James’, S.W.12. Regs. .. 38 | Newcastle R.H.B. Locum Reg. ow @ 
SECTION 36 Bishop Auckland. Gen. Sr. H.O. or Northwood. Mount Vernon. Reg. .. 42 
ADMINISTRATIVE H.M.O. F 39 | Stockport. Stepping Hill. Sr.H.0O. .. 44 
Scotland. Northern R.H.B. Trainee Brighton. Royal Sussex County. Sr. me bt . on & Dist. Hosps. M.C. 4s 
—e | =e Bristol. Cossham & Frenchay “H.M.C. New Zealand. Now Plymouth Hosp. 
ANASTHETICS H.O. or Sr. H.O. a ae Jr. Specialist or Sr. Reg = oF 
Memorial, S.E.18. Sr. H.O. .. .. 88 | Doncaster Royal Infy. Sr. H.0. .. 40 | U.S.A. University of Minnesota Med. 
Mile End, E.1. Sr. H.O. Si .. 88 | Leeds R.H.B. Reg. 41 ‘Center. Residencies. . . 45 
North West Met. R.H.B. P.-t. Cons... 36 | Manc bests r. South Manchester H. M.C A BACTERIOLOGY 
St. Peter’s, St. Paul’s & ot. Saaeps. Sr. H.¢ be 42 | Scotland. — R.H.B. Temp. 
P.-t. Cons. or Sr. H.M.¢ i ae viownealle R.H_B. Cons. Sis ae Sr. H.M.C€ ae ae oo B 
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CARDIOLOGY Royal Northern, N.7. Sr. H.O. 38 | South Africa. Provincial Admin. of 
Brompton, 8.W.3. H.O. 37 | St. Giles’, S.E.5. Sr. H.O. .. 38 ane ot Good — Med. Pract. 
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Huddersfield Royal Infy. Jr. H.M.O. Stofford HMC. sr. Hi. — Bip ee eee 
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CHEST AND TUBERCULOSIS Fe eee 40 H.O. & H.O ‘ .. 40 
Brompton, 8.W.3. H.O.’s .. o. wie - set a “St. joe “<. “#0. dr Grimsby. Se art ho Road. Pre-reg. 
Aberdeen. Tor-Na-Dee San. Sr. H.O. 39 Pre-reg. H.O pre 25 40 H.O. or Sr. H.O - - Sis Gee 
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Canterbury. Kent & € ‘anterbury. Sr. Soke edges ett ~. .C. Sr. H.O. ‘ Huddersfield Royal Iniy. H.O. 41 
H H.O. a Southampton. Royal South Hants. Hull. Kingston Gen. Pre-reg. H.O. 41 

enley -on-Thames. Peppard Chest. H.O. 43 a ( nw * 4 mys, Z 

Jr. H.M.O. ye Ay! o> See 5 "Ge, ; pswich & East Suffo -re- -reg. 

Heswall, Cheshire. Cleaver. Sr. H.O. 40 Tunbridge A ells, Pembury. Sr. HO. as Kettering & Dist. Gen. Locum Pre- 
Manchester. Baguley. St. H.< . 42 | Wolverham ton Royal. Sr. H.O. .. 45 reg. H.¢ 41 
South West Met. R.H.B. con um Sr. _— > “ | Macclesfie ta. H.O. 41 

H.M.O. 7 | PADIATRICS ‘ ee. West Kent Gen. " Pre-reg. 43 
Ventnor, I.W. Royal National Hosp. Hosp. for Sick Child., W.C.1. Sr. Reg. 39 O 2 

for Diseases of the Chest. oer . omy tam iad Manchester. Booth Hail Child’s. H.O. 42 

"MO. 44 one ee Elizabeth Hosp. for hild} 38 Mane hester R.H. -B. Reg. nig 43 

s ste 8 ‘nachine G " anchester. Wythenshawe. ‘Sr. H.O. 
EAR, NOSE, AND THROAT : hag estmin sa Hosp. Teaching Group, ... | Middlesbrough. North Ormesby. H.O. 42 
Royal National T.N.& E., W. Reg. ree ‘s a Mitcham, Surrey. Wilson. Sr. H.O 42 
& Sr. H.O. “? to Birininigham United Hosps. Sr. H.O. 39 | Newton Sehee Der HO. 48 
» ac o- . ee 

Birmingham R.H.B. itog. * Canterbury. Kent & Canterbury. Norwich. Norfolk & Norwich. H.0. F 
= > ee H.M.C. sr. H.O. 41 0 40 or Locum H.O. ’ 42 

anchester R.H.B. P.-t. Cons. 37 “a “pe Bee item °s Nott Cit 3.0. a 
Stoke-on-Trent. North Staffs Royal Le Fry heed oT um H.O. (8 me "Bist Chimonsin Sr. 

many. Bt. 0. 44 | Scotland. Eastern R-H.B. Sr. ‘Reg. 43 | ,, HO. .. 43 
GERIATRICS St. Albans City. H.O 44 Portsmouth Group H.M.C. ‘Pre-reg. 
Isleworth. West Middlesex. H.O. .. 41 | Watford. Shrodells. Sr. H.0.. eS “ene + ae 
Manchester. Withington. Sr. H.O... 42 | Winchester. Royal Hants County. eading. Royal Berks. H.0.. ? 
INFECTIOUS DISEASES H.O. 45 as ey oy ‘ Ba Sr. H.0. = 

= J SES , fuheeteiiie Ciaiheen: = tochdale & Dist C a. 3 
pastere (Fevers), E.9. H.O. 38 “o ‘Nigeria. University College 45 | Rochester, Kent. St. Bartholomew’ 8. 4 

zeeds R.H.B. Reg. . 41 = = 7. 0. es 3 
Manchester. Monsall. Sr. H.( 41 | PATHOLOGY Romford. Victoria. H.O. 43 
Plymouth. Scott Isolation. Jr. i. M.O. Central Middlesex, N.W.10. Reg. 37 | Shrewsbury. ky Salop Infy./ 

or Sr, H.O. & H.¢ 42/43 | Elizabeth Garrett Anderson, | N.W.1. Copthorne. H.O. 43 
MEDICINE Sr. H.O. 38 | Southampton. Royai ‘south’ Hants. 
Acton, W.3. Sr. H.O 37 | Bolton & Dist. H.M.C. Sr. H.C ‘ 39] . gt ound! R, at pe =: 
Central Middlesex, N.W.10. H.0.’s.. 37 | Glasgow Northern Hosps. B.O.M. Sr. 40 South West Met. I tH.B. rm Cons. 37 
Central Middlesex, N.W.10. Reg. 37 | Manchester. ( ‘rumpsall. Sr. ¥ 42 Albans City. H. 44 
New Eng, N.W c oS. AO. «- 38 | Manchester R.H.B. & United. Biase Stoc kport Infy. H.O.. 44 
Wan x now ag yas a f 3 Sr. Reg. 42 | Stockport. Stepping Hill. Sr. H.O. 44 

anstead, E - . , > > 
Birmingham.” Selly Oaik. | H.0.’s 39 | Pentypeted. East Glamorgan. Sr. 43 ete ee Ms 44 
srighton Gen. Pre-reg. H.O. 40 . aw 5 t > 8 ( 44 
Brighton. New Sussex. H.O. 40 i ading. Waster rks. + 0. SPL, 43 eee & Somerset. Sr. HO. H.O. 44 
Leeds FH. Re ip -rebbepegs = “& Reg. mea: cathe 43 | Weston-super-Mare Gen. Pre-reg. H.O. 45 
seeds R.H.B. Reg. . ‘ \ an ny > inche: ‘ ¥ 
Lincoln. St. George’s. Pre-reg. H.O.. 41 | South West Met. R.H.B. Sr. H.M.O. 37 Mg hai “ee eee 45 
Llanelly. Jr. H.M.O. - 41 | PHYSICAL MEDICINE Wolverhampton. Royal. Sr. H.0... 45 
L Aanelly. Bryntirion. Te mp. Jr. 4a Middlesex, W.1. Reg... oe .. 88 | Worcester Royal Infy. Ye 45 
Luton & Dunstable. sr.H.0... |. 41 | Westminster Hosp. ‘Teaching Group, .. | THORACIC SURGERY 
Newton Abbot. Sr. H.O. ne oa ae re ~ _ North Middlesex, N.18. Sr. H.O. ‘ 38 
Rochester. St. Bartholomew’s. Sr. PLASTIC SURGERY Ilkley. Middleton. Sr. H.O. .. —) an 

H.O. .. we a -. 43 1 Bristol. ¢ er! & Frenc on+ H.M.C. Wakefield. Pinderfields Gen. Sr. H.O. 45 
Romford. Victoria. H.O.  °- os ee Locum Sr. H.¢ 40 
Scotland. Western R.H.B. P.-t. Sr. ago sve) 

H.M.O. “ .. 87 | PSYCHIATRY Peter’s, St. Paul’s & St. ‘Philip's 8. 
Swindon & Dist. H.M.C. H.O. .. 44 | National Hosps. for Nervous Diseases, "i Reg. i 39 
Taplow. Canadian Re d Cross Mem. “4 W. Reg. 38 | Leeds R. fi. B. Reg. 41 

Pre-reg. H.O. a Abergavenny. Pen- -y- -Val. Jr. H.M.O. 39 
Torquay. Torbay. Sr. H.0. ; 44 | Leeds R.H.B. Reg. 41 | GENERAL 
Winchester. Royal Hants County. Leicester. Towers Mental. Jr. HMO. 41 | Canada. Victoria Hosp., London, 

Pre-reg. H.O. : 45 | Lichfield. St. Matthew’s. Jr. H.M.O. 41 Ontario. Jr. Rotating Interns 45 
MORBID ANATOMY Middlesbrough. St. Luke’s. Jr. i M.O. 42 * oe, © Fg esceeeae Rotat- 4s 
3 Jlaide Chila’s ones R.H.B. Reg. .. 42 ng internship : 

South Australia. Adelaide Child's. Aten: Gall Getnan. Reg. 44 ‘S.A. Bridgeport, Connecticut. 

Asst. Patholggist .. ee se 5 pote mee “Western R.H.B. Regs 43 , Rotating Internships & Residencies 45 
NEUROLOGY Warlingham Park, Surrey. og 44 S.A. Norton Mem. Infy., peaiiane 
The — for Sick Children, W.C.1. Warlingham Park H.M. Cc. Surrey. ‘Rotating Internships : 45 

Sr. H.O - 39 a ei ry a: W.0..° * PUBLIC APPOINTMENTS 45 
NEUROSURGERY arwic ‘entra enta Tr. U.. 4 6 
Sectiand.  South-Baateen F.8D. ' fe. Worcester. Powick. Locum Sr. H.O. 45 | MISCELLANEOUS 4 

Reg. : 43 | RADIOLOGY The Terms and Conditions of Service of 
OBSTETRICS AND GYN&COLOGY East Anglian R.H.B. Reg. 40 ay ae yen and Dental Staff apply to 
City of London Maternity, N.4. H.O.’s 38 “4% R.H.B. & U nited Hosps. all N init posts we advertise, unless 
Hosp. for W —-. he a & - Sarre Sr 42 pe Sede be on Canvassing disqualifies, but 
Mile End, E. H.¢ 38 Sheffie ld RR. H. Cons. 37 | candidates may normally visit the ital 

aistow pando. 1 0. South West Met. 3. Cons. d y appointmen 
Pl M . 3. H. 38 h West Met. R.H.E 37 Lb t t. 
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Academic and Educational 


UNIVERSITY OF LONDON 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
INSTITUTE OF NEUROLOGY 
(Queen-square ) 





2 COURSES OF CLINICAL DEMONSTRATIONS open to Postgraduates 
will be held at The National Hospital, Queen-square, on WED- 
NESDAYS at 4.15 P.M., from 9TH APRIL to 25TH JUNE, 1958, 
inclusive, and on SATURDAYS at 10.30 a.M. from 12TH APRIL to 
28TH JUNE, 1958, inclusive. 

The fee for attending either of these courses is 2 guineas. 

Application for a ticket should be made to The Dean, Institute 
of Neurology (Queen-square), The National Hospital, Queen- 
square, W.C.1, and a remittance to cover the fee enclosed. Only 
postal applications will be considered. 

UNIVERSITY OF LONDON 
INSTITUTE OF OBSTETRICS AND GYNACOLOGY 

(Incorporating the teaching facilities of Queen Charlotte’s 


Maternity Hospital; Chelsea Hospital for Women, and the 
Department of Obstetrics and Gynecology at Hammersmith 
. Hospital) 


Applications are invited from graduates with a registrable 
qualification for enrolment for the AUTUMN TERM (18ST SEPTEMBER 
to 29TH NOVEMBER, 1958). Graduates attend each of the con- 
stituent hospitals in turn for clinical work, and attend lectures and 
special demonstrations at all 3 hospitals. Enrolment fee £3. 
Tuition fee £36 a term. 

General practitioners wishing further experience in obstetrics 
may be accepted to attend the course at Queen Charlotte’s 
Maternity Hospital for shorter periods—i.e., 2-4 weeks. They 
will have the opportunity of attending the labour ward in addition 
to combined classes of lectures and demonstrations at the 3 
hospitals of the Institute. Ministry of Health grants are payable 
to approved general practitioners attending for a period of 1 
or 2 weeks. 

An INTENSIVE CoURSE for those preparing for M.D. and 
M.R.C.0.G. will be held from 1s8T DECEMBER to 13TH DECEMBER, 
1958. 

During the winter vacation, a limited number of graduates 
may attend the practice of the Hospital. 

Hostel accommodation is available at 
Hospital and at Hammersmith Hospital. 

Further particulars can be obtained from the Secretary, 
Institute of Obstetrics and Gynecology, Chelsea Hospital for 
Women, Dovehouse-street, London, 8.W.3. 

THE MIDDLESEX HOSPITAL MEDICAL SCHOOL, W.1 


Queen Charlotte’s 








PRIZE IN APPLIED PHARMACOLOGY 

The EXAMINATION for this annual prize, value 25 guineas, will 
consist of a 3-hour Paper and a Viva. 

Candidates must be ex-students of the School who have 
obtained their first registrable medical qualification at least 
— months and not more than fifteen months before 30th April, 

958. 

The Paper will be written at the Middlesex Hospital Medical 
School on 13th May, 1958. 

Candidates are required to submit their names in writing to 

the Dean not later than Saturday, 19th April, 1958. 


POSTGRADUATE COURSE IN PEDIATRIC SURGERY 





A ONE-DAY COURSE on Recent Advances in Pediatric ye! 
organised by the Evelina Hospital and Department of Child 
Health of Guy’s Hospital, is to be held at the Evelina Hospital 
on Saturday, April 19 

Talks will be given by: Mr. R. H. Brain (the lungs), Mr. 
D. N. Ross (the heart), Mr. J. 8. Batchelor and Mr. T. T. Stamm 
(orthopedics), Dr. P. R. Evans (jaundice), Dr. R. C. MacKeith 
(abdominal pain), Dr. M. C. Joseph (neonatal conditions), 
Mr. N. L. Eckhoff (nevi), Mr. P. Clarkson (burns and the hand), 
Mr. M. A. Falconer and Mr. Peter Schurr (neurosurgery), Mr. 

R. Kilpatrick (genitourinary surgery), Mr. ex Lawrie 
genera oangery ) Mr. P. V. Reading (mastoiditis), and Dr. 
aughan (psyc ological reactions to injury). 

The fee for the course, including lunch, is £2 2s. 

Applications (limited to 30) to Mr. Rex Lawriz, Department 
of Surgery, Guy’s Hospital. 
NUFFIELD FOUNDATION DOMINION TR 

FELLOWSHIPS 


VELLING 





NEW ZEALAND. 

The Nuffield Foundation offers a Travelling Fellowship in 
Medicine to nationals of New Zealand preferably between the 
ages of 25 and 35 years. The ag end is to enable medically 
qualified persons to obtain in the United Kingdom such post- 
graduate training and experience as may be necessary to prepare 
them to undertake medical teaching and research work Tn New 
scones. Applicants should possess high intellectual and personal 
qualities. 

_ A Fellow will be required to carry out at an ap. roved institu- 
tion a programme of work and training approve by the Nuffield 
Foundation. A Fellow will not be permitted to prepare for or to 
take examinations for, higher degrees or diplomas awarded by 
bodies in the United Kingdom. 

The Fellowships are normally tenable for 1 year and provide 
for maintenance and return travelling expenses of a Fellow and, 
if he is married, for the travelling expenses only of his wife. The 
total value of an award, including travelling expenses, varies 
with the needs and family responsibility of the holder, but will in 
no case be less than £900. 

Applications for Fellowships to begin in 1958 should be sub- 
mitted not later than 30th April, 1958, to the undersigned. 
Copies of the conditions and forms of ap lication are also available 
at the Nuffield Foundation, Nuffie he Lodge, Regent’s Park, 
London, N.W.1. Miss H. S. MCKELLAR. 

The Medical School, University of Otago, 

Dunedin, New Zealand. 
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SYMPOSIUM ON CHRONIC BRONCHITIS. THURSDAY, 24TH APRIL, 
3.30-6.30 P.M. Newcastle upon Tyne. 

Tickets, including tea and sherry, 10s. each, from NAPT, 
Tavistock House North, London, W.C.1. 


THE UNIVERSITY OF MANCHESTER 








DIPLOMA IN AUDIOLOGY 

The Department of Education of the Deaf with the cooperation 
of the Department of Otolaryngology will hold, in 1958-59, a 
1-year course leading to a Diploma in Audiology. This advanced 
course will be open to registered medical practitioners, including 
medical officers, also to qualified teachers of the deaf, qualified 
psychologists and speech therapists. 

The course will include the causation of deafness, physical 
audiology, including the application of experimental phonetics, 
measurement of hearing, psychology of deafness, and the educa- 
tional treatment of deafness. The course will open on 2ND 
OCTOBER, 1958. 

Forms of application and further information may be obtained 
from the Director of the Department of Education of the Deaf, 
the University, Manchester, 1: oe eS - 

THE UNIVERSITY OF SHEFFIELD 

COURSES OF INSTRUCTION for the Diplomas (of the English 
Conjoint Board) in Medical Diagnostic Radiology (D.M.R.D.) 
and Therapeutic Radiology (D.M.R.T.) will commence in 
OCTOBER, 1958. The courses will cover a period of 2 years of 
whole-time study, and the fee for each course is £60. 

Applications to attend should be sent to the Dean of the 
Faculty of Medicine, The University, Sheffield, 10. 





FARNBOROUGH HOSPITAL, Kent. Children’s Depart- 
ment. soe are invited for an appointment as RESEARCH 
MEDICAL OFFICER for a therapeutic trial. Salary at the rate 
of £900 p.a. if whole-time. ‘ 

Inquiries to the Secretary, Children’s Department, Farnborough 
Hospital, Kent. (Tel. Farn. 53333, Ext. 279.) 0 
THE UNIVERSITY OF MANCHESTER. Applications 
are invited from candidates with medical qualifications regis- 
trable in this country, for the post of ASSISTANT LECTURER 
or DEMONSTRATOR IN PATHOLOGY. Previous experience 
in pathology is not essential. Duties will consist of teaching and 
of participation in the morbid anatomy service of Manchester 
Royal Infirmary. Opportunities will be available for research. 
Salary scales per annum attached to the posts: Assistant Lec- 
turer, £900-—£100-£1300 ; Demonstrator, £850—£50—-£1000. Status 
according to qualifications and experience. Membership of 
Children’s Allowance Scheme and, in the case of an Assistant 
Lecturer, of F.S.8.U. 

Applications should be sent not later than 21st April, 1958, 
to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 
THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for the Full-time CHAIR OF SURGERY. The Professor 
will be granted an honorary contract (in the rank of Consultant) 
by the Board of Governors of the United Sheffield Hospitals and 
will take charge of an existing clinical unit in the Royal Infirmary, 
Sheffield, where a special new building provides laboratory and 
teaching facilities. 

Further particulars should be obtained from the Registrar, 
The University, Sheffield, 10, and applications for the Chair 
should reach him not later than 10th May, 1958. 





UNIVERSITY OF ABERDEEN. Applications are invited 
for LC.I. RESEARCH FELLOWSHIPS in Biochemistry, 
Chemistry, Engineering, Pharmacology, or Physics. Appoint- 
ment from IsT OCTOBER, 1958. Salary in ra £700-£1000, 
with Ty according to qualifications and experience. F.S.8.U. 
and child allowance. 

Conditions of appointment and forms of eqovention should be 
obtained from the Secretary, The University, Aberdeen, with 
whom applications (10 copies) should be lodged by 18th April, 








UNIVERSITY OF GLASGOW. Applications are invited 
for a LECTURESHIP IN EXPERIMENTAL SURGERY. 
Salary scale £900-£1900. Initial salary according to experience 
and qualifications. F.S.S.U. and family allowance benefits. 

Applications (12 copies) should be lodged, not later than 19th 
April, 1958, with the undersigned, from whom further particulars 
may be obtained. 

Rost. T. HutTcHeson, Secretary of University Court. 


Hospital Services: Senior Appointments 


L 
PITAL BOARD. CONSULTANT ANASSTHETIST, 2 half-days a 
week, Friday and staf mornings, Willesden General Hos- 
pital, Harlesden-road, N.W.10 (127 Beds). Hospital may be 
visited by direct appointment. 

Application forms obtainable from and returnable to Secretary, 
North West Metropolitan Regional Hospital Board, 114, Port- 
land-place, W.1, before 28th April, 1958. “* 
ST. PETER’S, ST. PAUL’S AND 
PITALS. Required CONSULTANT ANAESTHETIST. 1 session 
weekly (Thursday mornings). Applicants must be of Consultant 
or Senior Hospital Medical Officer grade. 

Applications, stating age and qualifications (9 copies) with 
names of 3 referees, to a aed Governor, at St. Peter’s Hos- 








pital, Henrietta-street, W.C.2 as ee 
WESTMINSTER HOSPITAL TEACHING GROUP, 8t. 
John’s-gardens, S.W.1. CONSULTANT PA DIATRICIAN 
requi for 4 sessions weekly at the Westminster Children’s 
Hospital from Ist A st, 1958. Candidates must be Fellows or 
Members of the Royal College of Physicians (London). Canvass- 
ing of me rs of the Board or Advisory Appointments Com- 
mittee will disqualify. 

Applications (12 copies), with names of 3 referees, should reach 
the House Governor not later than 28th April, 1958. 
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WESTMINSTER HOSPITAL TEACHING GROUP, 8t. 
John’s-gardens, 8.W.1. CONSULTANT PHYSICIAN to the 
Department of Physical Medicine required for 4 or 5 sessions 
weekly from Ist August, 1958. Preference will be given to can- 
didates with higher medical qualifications. Canvassing of mem- 
bers of the Board or Advisory Appointments Committee will 
disqualify. 

Applications (12 copies), with names of 3 referees, should reach 

the House Governor, from whom further details may be obtained, 
not later than 28th April, 1958. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Con- 
SULTANT ANAESTHETIST, whole-time or maximum part- 
time, for Sunderland Group of hospitals (358,000 population) ; 
main hospitals—Sunderland General (470 Beds), Royal Infirmary 
(300 Beds), Ryhope General (280 Beds), Sunderland Orthopedic 
and Accident (120 Beds). 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 28 days. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT SURGEON 
(2 half-days per week) for the St. Helier (Surrey) Group of 
hospitals. Duties at Sutton and Cheam Hospital. It is desirable 
that successful candidate should live within reasonable distance 
of Hospital. 

Applications by letter (5 copies), giving date of birth, quali- 

fications, experience, and names of 3 referees, to Secretary (8.1), 
South West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, by 26th April, 1958. Applicants may visit 
Hospital by local arrangement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PATHOLOGIST 
(Senior Hospital Medical Officer grade) for the St. Helier Group 
of hospitals, with experience in bacteriology and biochemistry. 
Duties mainly at St. Helier Hospital, Carshalton, Surrey. 

Applications by letter (5 copies), giving date of birth, qualifica- 
tions, experience, and names of 3 referees, to Secretary (51), 
South West Metropolitan Regional — Board, 11a, Portland- 
met W.1, by 26th April,61958. Applicants may visit hospitals 

»y local arrangement. 

SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires CONSULTANT RADIOLOGIST (whole- 
time or 9 half-days per week) for the Worthing (Sussex) Group 
of hospitals. Duties mainly at Worthing Hospital, with some 
duties at Littlehampton Hospital. Applicants should have 
D.M.R. and wide experience in radiology; a higher qualification 
would be an advantage. tesidence near Worthing Hospital 
necessary. Post vacant October, 1958. 

Applications by letter (5 copies), giving date of birth, quali- 
fications, experience, and names of 3 referees to Secretary (S.1), 
South West Metropolitan Regional Hospital Board, 11a, 
Portland-place, London, W.1, by 26th April, 1958. Applicants 
may visit hospitals by local arrangement. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time Locum CHEST PHYSICIAN 
(Senior Hospital Medical Officer grade) for the Royal National 
Hospital, Ventnor, and Isle of Wight Chest Clinic, from 5th May, 
1958, to 3lst March, 1959. Hospital provides experience in 
medical and surgical treatment of respiratory tuberculosis. 
Applications, stating age, qualifications and experience, and 
giving the names and addresses of 2 referees, to the Area Secre- 
tary, Highcroft, Romsey-road, Winchester, by 10th April, 1957. 


SOUTH AFRICA. PROVINCIAL ADMINISTRATION 

OF THE CAPE OF GOOD HOPE. UNIVERSITY OF CAPE TOWN : 

Joint Medical Staff for Groote Schuur and other teaching hos- 

pitals. VACANCY. Applications are invited from suitably 

qualified persons for appointment to the following vacant 

post at the Groote Schuur Hospital, Observatory, Cape Town :— 
DEPARTMENT OF RADIODIAGNOSIS 

Medical Practitioner, Grade D, with salary at the rate of 
£1740 p.a. (fixed). 

In addition to the basic salary, a non-pensionable cost-of- 
living allowance at ‘rates prescribed from time to time by the 
Administration (at present amounting to £234 p.a.) is payable 
to certain whole-time married officials and employees. 

The conditions of service are governed by the relevant 
ordinances and regulations as well as the agreement entered into 
between the Cape Provincial Administration and the University 
of Cape Town. 

The Joint Medical Staff is required to serve jointly the Pro- 
vincial Administration and the University of Cape Town. 

Candidates must be registered Specialists or must be in 
possession of appropriate postgraduate diplomas or degrees in 
radiodiagnosis, and are requested to furnish particulars in regard 
to the following :— 

(a) Academic achievements (degrees and diplomas held and 
the standard of achievement in professional examinations, 
scholarships and special awards). 

(b) Professional experience (not only the name of the employer 
but also that of the institution in which the candidate worked 
and the type of work undertaken ). 

(c) Names of 3 referees (1 of these should preferably be 
someone occupied in the same branch of medicine as the candi- 
date), who should be asked by the candidate to submit con- 
fidential reports to the Director of Hospital Services before ‘the 
closing date for the receipt of applications. 

Application must be made in p atm on the prescribed form, 
Staff 23, which is obtainable from the office of the Immigration 
Attache for the Union of South Africa, South Africa House, 
Trafalgar-square, London, W.C.2. Details as regards conditions 
of service and transport facilities can also be obtained at the 
office of the abovementioned. 

The completed application forms must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, 
— Africa, and must reach him not later than 26th April, 
958. 

Candidates must state the earliest date on which they can 
assume duty. 












MANCHESTER REGIONAL HOSPITAL BOARD. Part- 
time (8 half-days weekly) CONSULTANT E.N.T. SURGEON, 
semen and Ancoats General Hospitals, Manchester, and the 
Manchester Ear Hospital. Wide experience and higher qualifica- 
tions essential. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 22nd April, 1958. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time or Maximum Part-time CONSULTANT RADIOLOGIST 
required. Duties mainly in hospital in the Mansfield area. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old Ful- 
wood-road, Sheffield. Forms to be returned by 21st April, 1958. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Tem- 
porary Whole-time ASSISTANT BACTERIOLOGIST at 
Ayrshire Central Hospital, Irvine, and with duties in the Ayrshire 
area. The appointment is for a period of 18 months. Salary (at 
age 32 and over) on the scale £1653 15s.-£52 10s.—-£2126 5s. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, not later than 30 days after 
the publication of this advertise ment. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
ry ppereione are invited for the appointment of ASSIS- 
TANT PHYSICIAN to the Homeopathic Hospital, Glasgow. 
T ~: appointment is part-time on the basis of 5 notional half-days 
per week. Salary on a whole-time basis (at age 32 and over) on 
the scale £1653 15s.—-£52 10s.—£2126 5s. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present —-¥ nt, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, not later than 30 days after the 
publication of this adv ertisement. 

NEW ZEALAND. NEW PLYMOUTH HOSPITAL. Appli- 
cations are invited from suitably qualified registered medical 
practitioners of either Junior Specialist or Senior Registrar status 
for a position as Whole-time ANASSTHETIST at the New 
Plymouth Hospital, New Zealand. Transport expenses to New 
Zealand paid and an unfurnished house made available if required. 
Further particulars may be obtained from the Office of the High 
C Comuiemoner for New Zealand, 415, The Strand, London, 





Applications should be sent by airmail direct to the Secretary, 
Taranaki Hospital Board, New Plymouth, New Zealand, so as 
to arrive not later than 30th April, 1958. 


Hospital Services: Junior Appointments 


ACTON HOSPITAL, Gunnersbury-lane, W.3. Senior 
HOUSE OFFICER (resident) ape from ist April, 1958, for 
inpatient duties; mixed specialties. 

__ Applications to Hospital Secretary within 7 days. 











BROMPTON HOSPITAL, 8.W.3. Applications invited for 
the following posts :— 

NON-RESIDENT HOUSE PHYSICIAN for which there are 

2 vacancies for 6 months from Ist June, 1958. 

NON-RESIDENT HOUSE PHYSICIAN to _ the 

Department for 6 months from Ist June, 1958. 

In each case duties include work in Outpatient Department 
and wards. Salary at the rate of £577 10s. p.a. 

Applications, stating age, qualifications with dates, nationality 
and eer ey held, together with copies of testimonials, by 
5th April, 1958, to KENNETH A. F. MILES, House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, London, 
N.W.10. NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR required in General Medical Department, including 
hematology, endocrinology, for 1 year with the opportunity of 
working in another medical firm specialising in gastroenterology 
if appointment renewed for a further year. Higher qualification 
desirable. Duties include teaching and outpatient clinics. Non- 
resident except when on duty. Post vacant Ist July. Hospital 
may be visited by appointment. Salary £935 first year, £1061 10s. 
second year. 

Ap lication forms from and returnable to Secretary, Central 

Midd esex Group Hospital Management Committee, by sth April, 
1958. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
Applications are invited for the post of REGISTRAR in the 
Pathology Department. Post vacant Ist June, 1958. The duties 
consist of hematological work and a share in the 24-hour emer- 
gency pathology service. 

Application forms from and returnable to Group Secretary, 

Central Middlesex Group Hospital Mana vpent Committee, 
Park Royal, London, N.W.10, by 12th April, 
CENTRAL MIDDLESEX HOSPITAL, ark "Reval 'N.W.10. 
RESIDENT HOUSE OFFICER required in Gen eral Medical 
and Neurological popertenant. Post-registration appointment for 
6 months from 9th 

Applications, with 2 testimonials, to Medical Director by 

5th April. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Medical and 
Cardiological De partment. Post-registration appointment for 6 
months from 18th May 

Applications, with 4 testimonials, to Medical Director by 

5th April. 
FOUNTAIN HOSPITAL FOR MENTALLY DEFECTIVE 
CHILDREN. SENIOR REGISTRAR required for a 3-year appoint- 
ment for clinical research at the above Hospital. Candidates 
should have an interest in pediatrics or neuropsychiatry and 
some experience of research methods. 

Applicants may visit the Fountain Hospital or obtain further 
information and application forms from the Group Secretary, 
Fountain Hospital, Tooting-grove, London, 8.W.17. 





Cardiac 


37 








THE LANCET ADVERTISERS’ 


ANNOUNCEMENTS 





29 MARCH 1958 





CITY OF LONDON MATERNITY HOSPITAL, Haniley- 
road, London, N.4. OBSTETRIC HOUSE SURGEONS (2). 
Both posts recognised for D.Obst.R.C.O.G., and M.R.C.O.G., 
vacant 2ist May and 7th June. 

Application forms obtainable from, Hospital Secretary, return- 
able by 23rd April, 1958 
EASTERN HOSPITAL (Fevers), London, E.9. Registered 
HOUSE PHYSICIAN. Duties may include some work in Chest 
Unit. Facilities for postgraduate study. 

Apply Group Secretary, Hackney Hospital, E.9, by 19th April. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1 (ROYAL FREE HOSPITAL GROUP). Applica- 
tions are invited from registered Women medical practitioners for 
the post of RESIDENT PATHOLOGIST. Salary in accordance 
with Ministry of Health scale for Senior House Officers. The 
appointment is for 6 months in the first instance. Duties to com- 
mence as soon as possible. 

Applications, with copies of 3 recent testimonials, should be 
sent to The Secretary, Elizabeth Garrett Anderson Hospital. 
HOSPITAL FOR WOMEN, Soho-square, W.1. (Affiliated 
to the Middlesex Hospital.) Applications are invited for a full- 
time post of RESIDENT SENIOR GYNASCOLOGICAL 
HOUSE OFFICER, vacant on Ist eo 1958. Appointment is 
for 6 months but the holder can apply for an extension of 6 
months. Salary in accordance with the terms laid down for 
medical and dental staffs, less a deduction of £150 p.a. for resi- 
dential emoluments. The appointment is recognised for the 
M.R.C.O.G. examination. 

Applications, stating age, nationality, qualifications and 
experience, supported by the names and addresses of 2 referees, 
must reach the undersigned not later than Saturday, 12th April. 

EMERY, Secretary. 
KING EDWARD MEMORIAL HOSPITAL, Ealing. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. Locum 
Tenens REGISTRAR (Resident Surgical Officer) required 
8th  < nfiacr May inclusive. Experience in general surgery 
essential. 

Apply Hospital Secretary, King Edward Memorial Hospital, 
Ealing, W.13. 52 ri 
LEWISHAM HOSPITAL, London, 8.E.13. Applications 
are invited for the post of SENIOR Hou SE OFFICER (ortho- 
peedics), vacant immediately and recognised for 6 months’ 
training for F.R.C.S. Salary £819 10s. p.a., less £150 for resi- 
dential emoluments. 

Applications, stating age, qualifications and experience, with 
copy testimonials or wT of referees, to the Group Secretary, 
Lewisham Hospital, 8.E. 

LONDON JEWISH HOURIFAT— ‘Step pney Green, €.1. 
(130 Beds.) RESIDENT SENIOR HOUSE OFFICER (Surgical 
Department). Post vacant Ist May, 1958. 

Applications, stating age, qualifie ations and experience, 
toget her with copies of testimonials, to be sent to the Hospital 

Secretary not later than 10th April, 1958. ade bee 
MEMORIAL HOSPITAL, Shooters Hill, 8.£.18. Senior 
HOUSE OFFICER (anesthetics), vacant 4th May. The post 

rovides good experience and is recognised for F.F.A. R.C.S and 
).A. 6 months’ resident appointment and may then be renewed. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

8.E.18. 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of REGISTRAR in the Department of Physical Medicine 
and Rheumatism. Appointment will involve some sessions at the 
Arthur Stanley Institute for Rheumatic Diseases. 

Application forms, obtainable from the Dees rae 
should be returned, naming 2 referees, by 26th Apr 
MILE END HOSPITAL, Bancroft-road, London, E.1. 
(479 Beds.) HOUSE SURGEON (pre- or post-registration). 
Post vacant 29th April, 1958. 

Application forms, obtainable from Physician-Superintendent, 

to be returned by llth April, with copies of not more than 
3 testimonials. 
MILE END HOSPITAL, Bancroft-road, London, €.1. 
(479 Beds.) HOUSE SU RGEON (obstetrics and gynecology) 
(post -registration ). Recognised for D.Obst.R.C.O0.G. Post 
vacant 4th May, 1958. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 11th April, with copies of not more than 3 
testimonials. 

MILE END HOSPITAL, “Banorelt-vead, London, €.1. 
479 Beds.) AN a ernerist (Senior House Officer grade). 
rar for D.A. and F.F.A. R.C.S8. Post vacant 5th May, 

58. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by llth April, with copies of not more than 
3 testimonials. 

NEW END HOSPITAL, London, N.W.3. Senior House 
OFFICER (general medicine), vacant mid-May. 

Application forms obtainable from Group Secretary, 46, 
Cholmeley Park, N.6 (ARC. 3070, Ext. 527) and returnable to 
Ss, Surgeon-Superintendent, New End Hospital, by 5th April, 
NORTH MIDDLESEX HOSPITAL, London, N.18. Casualty 
OFFICER (Senior House Officer grade). 6 months’ appointment, 
starting 5th May. Non-resident post, recognised for F.R.C.S. 
3 Casualty Officers employed ; duties include service with the 
3 main surgical units. 

Applications, stating age, qualifications, experience, together 
with copies of recent testimonials and/or names of 2 referees, to 
the Hospital Secretary, by 9th Apri 
NORTH MIDDLESEX HOSPITAL, “London, N.18. Senior 
HOUSE OFFICER for Thoracic Surgical Unit, resident, required. 
6 months’ appointment, with possible extension to 1 year. The 
post, which s recognised for F.R.C.S., offers experience in all 
types of tubeeculous and non-tuberculous thoracic surgery. 

Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials and/or names of 2 
referees, to Hospital Secretary. 
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NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Appointment of Full-time REGISTRAR (Registrar grading) 
to the Department of Psychological Medicine at the Maida Vale 
Hospital for Nervous Diseases, London, W.9. Applicants should 
possess experience in psy chological medicine, and a higher 
qualification in general medicine would be an advantage. The 
post offers neurological and psychiatric training facilities. 

Applications, giving the names of 2 referees, to be sent to the 

Secretary at the Maida Vale Hospital, W.9, not later than 
12th April, 1958. 
PLAISTOW MATERNITY HOSPITAL, Howards-road, 
Plaistow, London, E.13. RESIDENT OBSTETRIC OFFIC ER 
(House Officer, post-registration) required for 6 months com- 
mencing mid-April, 1958. This post offers excellent experience 
as sole resident in charge of 64 beds. 

Apply to Hospital Secretary not later than 5th April, 1958, 
enclosing copies of 2 testimonials. 

PUTNEY HOSPITAL, Lower Common, 8.W.15. Casualty 
OFFICER AND E.N.T. HOUSE SU RGEON. Vacant 11th May, 
1-1 es Senior House Officer grade. Recognised 

Apply Hos —— Secretary, gre | copies of 3 recent testi- 
monials, not later than 2nd April, 1958. 

UEEN ELIZABETH HOSPITAL FOR CHILDREN, 
Hackney-road, E.2; Shadwell, E.1; BANSTEAD, SURREY. 2 HOU SE 
OFFICER appointments. 

(i) fer 2 consecutive periods of 6 months, commencing Ist June, 
1958, first period House Physician, Hac kney -road, second period 
House Surgeon, Hackney-road (2 months), and ¢ ‘asualty Officer, 
wr ty - (4 months). 

(ii) for 2 consecutive periods of 6 months, commencing Ist 
June, 1958, first period House Physician, Shadwell, second 

riod House Surgeon, Banstead (3 months), and Casualty Officer, 

ackney-road (3 months). 

Application forms may be obtained from the Secretary at 
Hackney-road and should be returned, with —— of not more 
than 3 testimonials, not later than 12th April, 1 

)UEEN ELIZABETH HOSPITAL On. "CHILDREN, 
Hackney-road, E.2; Shadwell, E.1; BANSTEAD, SURREY. HOUSE 
OFFICER oe Sem for 6 months, commencing Ist July, 
1958, at Hackney-road, 2 months as House Surgeon and 4 
months as Casualty Officer. 

ee forms may be obtained from the Secretary at 
Hackney-road, and should be returned with copies of not more 
than 3_ testimonials, not later than 12th April, 1958. 








ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden- -square, W.1, in 
association with the INSTITUTE OF LARYNGOLOGY AND OTOLOGY. 
Applications are invited for 1 post of REGISTRAR and 1 post 
of SENIOR HOUSE OFFICER. The appointments will be in 
accordance with National Health Service terms and conditions of 
service, and for initial periods of 12 and 6 months respectively. 
Applications, giving full information and the names of 2 
referees, should be sent to the House Governor by 5th April. 


ROYAL NORTHERN HOSPITAL, Holloway, N.7. Senior 
HOUSE OFFICER (gynecology) required on 12th May, 
1958. Resident post. ecognised for M.R.C.O 

Applications, with copies of recent fomiceniate, to be sent 

to the Hospital Secretary by 9th April, 1958. 
SOUTH EAST METROPOLITAN REGIONAL “HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General and Traumatic Surgery 
to fill a vacancy in the approved trainee establishment at the 
Bermondsey and Southwark Group of hospitals. The successful 
eandidate will work at St. Olave’s Hospital, S.E.16. The appoint- 
ment will be in accordance with the terms and conditions of 
service medical and dental staff (England and Wales), and will 
be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 12th April, 1958 











ST. CLEMENT’S HOSPITAL Bow, E.3. House Physician 
(not pre-registration) for general medical wards. 

Applications, stating age, qu ualifications and experience, 
together with the names and addresses of 2 referees, to be sent 
to Hospital Secretary immediately. 


ST. GILES’ HO 

invited for appointment as SENIO 

ae and gynecology). Resident post. 
Apply, ge J age, qualifications and experience with copy 

testimonia or names of 2 referees, to Group Secretary, 

Camberwell Hospital Management Committee, Dulwich Hospital, 

East Dulwich-grove, 5.E.22, not later than 9th April, 


ST. GILES’ HOSPITAL, Camberwell, 8.E.5. House 
SURGEON (casualty duties, with some general surgery, E.N.T., 
and eye beds). Recognised for pre- tration purposes. 
Applications, with copy testimonials or names of 2 referees, 
to Group Gecsetaey Camberwell Hospital Management Com- 
mittee, Dulwich septal, East Dulwich-grove, S.E.22, not 
later than 15th Apri pnt OF ah a ain, 
ST. JAMES’ HOSPITAL, Baiham, London, 8.W.12. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANZSTHETIC "REGISTRARS (2) ~~  w 1 post vacant 
llth July. Posts recognised for D.A. and F.F.A. R.C.S 
Application forms, obtainable from Group ho on J Wands- 
worth Hospital Group, at above address, to be completed and 
returned by 12th April. 
ST. MARY oe HOSPITAL, Marloes-road, Kensing- 
ton, W.8. OUSE SURGEON (obstetrics and gyneco ——> 
Post ke for D.Obst.R.C.0.G. in obstetrics. Appoirit 
ment commences Ist May, tose. is resident and limited to 
6 months. 
lications by 12th . anes. 1958, on forms available from 
3.) 


Hosbhal Secretary. (L. 


TAL, Camberwell, 8.E.5. Applications 
R HOUSE OFFICER 
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ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Senior Registrar 
grade) required for St. Paul’s Hospital on Ist June, 1958. Appli- 
cations invited from Male candidates on the British Register 
who have completed their training in general surgery. Appoint- 
ment for 6 months, with opportunity for a further 6 ae if 
recommended. Candidate should be prepared to spend 1 year at 
the Hospital if required. 

Applications (12 copies), and the names of 3 referees, should 
ren the House Severe St. Peter’s Hospital, Henrietta-street, 

.C.2, by 5th April, 
Fae HOSPITAL WOR “SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on Ist June, 1958, 
for a MEDICAL REGISTRAR a7 PATHOLOGIST (Senior 
Registrar ). 

Further particulars and form of application, which must be 
returned not later than 14th April, 1958, may be obtained from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 








THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy in May, 1958, 
for a RESIDENT OFFICER to the Neurological and Neuro: 
surgical Departments (Senior House Officer grade). 

Further particulars and form of application, which must be 
returned not later than 14th April, 1958, may be obtained from :— 

i. F. RUTHERFORD, House Governor and Secretary. 

WANSTEAD HOSPITAL, Hermon Hill, London, E.11. 
a a) HOUSE PHYSICIAN required, post vacant 3rd 
May, 1958. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 


ABERDEEN (near). TOR-NA-DEE SANATORIUM, 
MILLTIMBER, ABERDEENSHIRE. AD 


9 lications are invited for the 
post of SENIOR HOUSE OFFICER at the above Hospital 
which is situated about 6 miles from Aberdeen. 





A Thoracic 
Surgery Unit is included in the Hospital and good experience is 
afforded in medical and surgical cases. The post is residential 
and is tenable, in the first instance, for a period of 12 months. 
Applications, giving details of ualifications and experi- 
ence, together with the names of re erees, should be sent as 
soon as possible to the Group Medical Superintendent, re 
Aberdeen Hospital for Sick Children, Westburn-drive, Aberdeen 
ABERGAVENNY. PEN- al ey ROSM TAL. Vale of Usk 
HOSPITAL MANAGEMENT COMMITTE Applications are invited for 
the post of JUNIOR HOSPITAL MEDIC AL OFFICER. Salary 
accommodation 





according to national scales. Residential 
— for single person. Experience in psychiatry not 
essential. 


Applications, stati age, nationality, qualifications and 
py = appointment, together with the names of 2 referees, to 
forwarded immediately to the Medical Superintendent, 
Pen-y-val Hospital, Abergavenny, Mon. 
Lo agin yen CARDIGANSHIRE. GENERAL HOS- 
AL. MID-WALES HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOU SE OFFICER (surgical) required (resident). Post recog- 
nised for F.R.C.S. examination. Vacancy from the middle of 
April, 1958. 
Applications, stating age and experience, &c., to the Group 
Secretary, Mid-Wales Hospital Management Committee, 31, 
North- -parade, Aberystwyth, Cardiganshire. 








ACCRINGTON. VICTORIA HOSPITAL. (114 Beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required immediately. Post recognised for 





F.R.C.S. and approved for pre-registration purposes. 
Applications to Group ang, | an Management Com- 

mittee Office, Royal Infirmary, Blackburn. 

AScoT, BERKSHIRE. HEATHERWOOD ORTHO- 
PDIC HOSPITAL. van * Beds. ) ORTHOPZDIC HOUSE 

SURGEON (2 posts). a are invited from suitably 

qualified candidates for “ex isting resident vacancies. Hospital 


is a regional centre for all general orthopedic conditions, a 
ing fractures, and performs a large amount of outpatient work. 
_ Applications, giving full details with names of 2 referees, to 





Secretary. 
BEBINGTON, “CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. CENTRAL WIRRAL GROUP. HOUSE OFFICER (general 
surgery). Recognised pre-registration. Required immediately 
for onpacsnnatey 6 months. Salary according to previous 
posts he 


- ana forms, from. Secretary, to be returned immedi- 

ate 

BIRMINGHAM REGIONAL HOSPITAL BOARD. _ 
(1) Stoke-on-Trent Group, Princes-road, Stoke-on- 


Tren 

(a) REGISTRAR (E.N.T. surgery) for North Staffordshire 
Royal Infirmary (455 Beds). ge wees specialty essential. 

(6) REGISTRAR (surgery), whole-time. City General Hos- 
yital (845 Beds). No casualty work ; recognised for F.R.C.S. 
Vork includes genitourinary, thoracic, and cardiac, in addition 
to seneral surger 


(2) South Warwickshire Group, 50, Holly-walk, 
Leamington Spa 
REGISTRAR (general surgery), Warwick Hospital (320 


Beds). Experience specialty Soe. Higher qualification 
an advantage. Recognised for F.R.C.s 
(3) Stafford Group, 13, apababovdtonst: Stafford 
REGISTRAR (surgery). on ~ mainly at Staffordshire 
General Infirmary (175 Beds). a in specialty and 
higher qualification desirable. Hoepite recognised for F.R.C.S. 
10 omen forms from Group Secretaries to be returned by 
Pp 





BIRMINGHAM, 29. SELLY OAK HOSPITAL. (Equipped 
Beds 1033.) 2 HOUSE PHYSICIANS (resident). 4-month 
appointments. 


Applications, giving age, qualifications and experience, to 


Medical Superintendent. 





ANNOUNCEMENTS 29 MARCH 1958 
BIRMINGHAM amg mee GROUP HOSPITAL 
MANAGEMENT COMMITTEE. plications are invited for the post 


of JUNIOR HOSPITAL MEDICAL OFFICER at West Heath 
Hospital. Rednal-road, Birmingham, 31. (207 Beds for the treat- 
ment of tuberculous and non-tuberculous chest cases.) The 
successful applicant will reside at the above Hospital (accom- 
modation for vay person ne i and will be offered facilities 
for undertaking duties at the Birmingham Chest Clinic, Great 
Charles-street, Birmingham, 3. 

Applications, stating age, qualifications, traini and ex 
ence, together with copies of 3 recent testimonia shoul 
addressed to the Group Secretary, Birmingham Pr mee tans 
Group Hospital Management Committee, Yardley Green Hos- 


pital, Birmingham, 9. 
BIRMINGHAM. THE UNITED rt sean peal oe 
pine THE CHILDREN'S HOSPITAL, Ladywood-roa 

16. Locum Tenens ASSISTANT CASU ALTY ‘OFFIC ER 
AND HOUSE PHYSICIAN (combined post) required for period 
3rd April—6th July, 1958. 

Apply in writing, with ‘the names of 2 referees, to the House 
Governor. 

G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
rae eos tions are invited for the post of RESIDENT 
OBSTETRIC AND GYNACCOLOGICAL REGISTRAR for 
duties r the Queen Elizabeth Hospital and The Birmingham 
and Midland Hospital for Women (Professorial Unit ) to commence 
duty on the Ist June, 1958. 

Forms of application with details of appointment may be 
obtained from, and should be returned not later than 10th April, 
1958, to, the House Governor, Kirmingham and ee Hosp tals 
for W omen, Showell Green-lane, ey ty 11. 

. A. PHALP, Secretary. 
pay rug em THE UNITED GinMINGHAG HOs- 
TALS. n htt cations are invited for the non-resident post of 

SENIOR OUSE OFFICER or REGISTRAR in Peediatrics— 
Geaiee according to experience—for duties at the Birmingham 

aternity Hospital, Loveday-street, and the Maternity Depart- 
ment of the Queen Elizabeth Hospital. Previous experience, 
resident, in a Children’s Hospital is essential, and candidates 
should hold the D.C.H. + or other higher qualifications. Post 
vacant Ist August, 1958. 

Applications, stating age, nationality, qualifications, and 
previous appointments, should be forwarded to the House 
Governor, Birmingham and Midland Hospitals for Women, 
Showell Green-lane, Birmingham, 11, not later than 30th April, 














BISHOP AUCKLAND. THE GENERAL HOSPITAL 
SENIOR HOUSE OFFICER or SU a a ak as MEDI- 
CAL OFFICER ANASTHETIST re at the above 
Hospital. Grading according to qualificat — <-W /or experience. 

Applications, including names of 3 referees, to Group Secre'’ . 
com West Durham Hospital Management Committee, imme: 
ately. 
BLACKBURN. ROYAL INFIRMARY. (262 general beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
JUNIOR HOSPITAL MEDICAL OFFICER or SENIOR 
HOUSE OFFICER pome nA and orthopedics) required 26th 
May, 1958. Junior Hospital Medical Officer post can be for any 
period up to 4 years. Recognised for F.R. 

Apply, to Prom Secretary, Hospital Management Committee 








Office oyal Infirmary, Blackburn. 
BLACKPOOL. VICTORIA HOSPITAL. (354 Beds.) 
HOUSE OFBICER (obstetrics and logy). Resident 


pre- yar post recognised for Membership and Diploma 
of the R.C.0O.G. Vacant from 28th April, 1 

Applications, stating age, experience, ~~ the names and 
addresses of 2 referees, should be sent to the Hospital Secretary, 
Victoria Hospital, Blackpool. 
BOLTON AND DISTRICT HOSPITAL MANAGE- 
MENT COMETETEN. 

Gro Laboratories 

RESID! NT PATHOLOGIST (Senior House Officer ae OT Ee) 

Now on tenable for 12 months and the 


Dip. 
Bolton District General Hospital (607 Beds) 
RESIDENT HOUSE SURGEON. Now vacant, tenable for 
6 month’ and recognised — pre-registration service scheme. 
Also recognised for F.R.C 
Applications, stating am, nationality, qualifications and 
experience, together with the names of 2 referees, to Group 
Secretary, The Royal Infirmary, Bolton. 
BOURNEMOUTH. ROYAL VICTORI 
Shelley-road. (494 Beds.) am mpraag t AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTE pplications are invited 
for the appointment of 2 HOUSE SURG ONS, 1 immediately, 
the other mid-April. The appointments are recognised for the 
F.R.C.S. examination and for pre-registration purposes. 
Applications to the Hospital Secretary. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(522 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopeedic surgery). Duties include care of cases from ——— 
Hospital Orthopedic Department. First, second, third or 
registration post, tenable for 6 months. Recognised for F.R. 
Applications, with copies of 3 testimonials, to ery x 4 











Colchester Hospital Management Committee, 14 pe’s-lane, 
Colchester, Essex. 
BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 


MANAGEMENT COMMITTEE. Applications invited for appointment 
of RESIDENT ANASTHETIST at oy! Hospital (542 
Beds), Appointment will be made in either House Officer or 
Senior House Officer grade according to successful candidate’s 
qualifications and experience. Position offers experience in 
neral, neuro, — and thoracic surgery. Post normally 
resident but applications for non-resident a pointment can be 
considered. Vacant mid-May, tenable initially for 1 year. 
Applications, naming 2 referees, to the Group Secre' 
Frenchay Hospital, Bristol, by 10th * April, 1958. 
39 
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COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. Locum SENIOR HOUSE OFFICER 
in the Department of Plastic Surgery at Frenchay Hospital 
required immediately for about 3 months. 

Applications, naming 2 referees, to the 

Frenchay Hospital, Bristol. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON to the 
Orthopedic Unit. Salary in accordance with national scales 
This is a pre-registration appointment. 

Applications, stating age, qualifications and experience, and 
giving the names of 2 referees, should be sent to the Physician- 
Superintendent, Brighton General Hospital, Elm-grove, Brighton. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE PHYSICIAN to the 
Medical Unit. Vacant 8th May, 1958. This is a pre-registration 
appointment. Salary in accordance with national scales. 

Applications, enclosing recent testimonials, and stating age, 
qualifications, experience, and giving the names of 2 referees, 
should be sent to the Physician-Superintendent, Brighton General 
Hospital, Elm-grove, Brighton, 7. 

BRIGHTON. NEW SUSSEX HOSPITAL, Windiesham- 
ROAD. BRIGHTON AND LEWES HOSPITAL MANAGEMENT COMMIT- 
TEE. Vacancy for HOUSE PHYSICIAN (Female) for 6 months 


BRISTOL. 


Group Secretary, 


commencing 17th May, 1958. Open to pre-registration candi- 
dates. 
Applications, stating age, nationality, qualifications and 


experience, with copies of 3 testimonials and/or the names of 
referees, to be sent to the Administrative Officer, by 3rd April, 
1958. 

BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) RESIDENT ANAESTHETIST (Senior House 
Officer grade) required for 1 year with interchange of duties, by 
agreement, at the Brighton General Hospital and other specialised 
units within the Brighton and Lewes Group. Vacant Ist May. Post 
recognised for F.F.A. R.C.S., and D.A. 

Applications, stating age, nationality and 
naming 2 referees, to the Administrative Officer, 
County Hospital, Brighton, 7. 

BURTON-ON-TRENT GENERAL HOSPITAL. Locum 
CASUALTY OFFICER, Junior Hospital Medical Officer, 
required for month of April, 1958. Resident or non-resident. 

Apply Group Secretary. 

CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) GYNA®COLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, a unit of 25 gynecological 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. Recognised for M.R.C.O.G. 6 months’ appoint- 
ment. Post now vacant. National Health Service salary and 
conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of SENIOR HOUSE 
PHYSICIAN is now vacant at Stodmarsh Road Annexe. Duties 
include care of 30-bedded unit of chest diseases, also work at 
the Chest Clinic and with the Pneumoconiosis Unit. National 
Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of PAZDIATRIC HOUSE 
PHYSICIAN, recognised for D.C.H., includes work in the ward 
and Outpatient Department and also provides experience in 
the care of the newborn. Opportunities exist for the study of 
perentire medicine among children, and child guidance work. 
ost now vacant. National Health Service salary and conditions. 

Applications, together with copies of 2 testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of GENERAL SURGICAL AND 
UROLOGICAL HOUSE SURGEON (pre-registration or third 
= ), which is recognised for the F.R.C.S., is now vacant. 
National Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
pin HOUSE OFFICER (surgical) required at Rookwood 

ospital. 

Form of application 
road, Cardiff. 
CHERTSEY, SURREY. 
Botleys Park War Hospital). 


experience, and 
Royal Sussex 


from Group Secretary, 44, Cathedral- 
ST. PETER’S HOSPITAL (late 
(430 Beds.) ORTHOPAEDIC 


HOUSE SURGEON (Senior House Officer or House Officer 
(intern) grade). 100 orthopedic beds. Post recognised for 
F.R.C.S. and pre-registration service. Salary in accordance 


with terms and conditions of National Health Service. Post 
vacant 21st April, 1958. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, Surrey. 

CHERTSEY. ST. PETER’S HOSPITAL. (430 Beds.) 
ORTHOP-EDIC REGISTRAR required from mid-May, F.R.C.S. 


preferred. Hospital may be visited by arrangement with 
Physician-Superintendent (Tel. : Ottershaw 441). 
Application forms from Secretary, Woking and Chertsey 


Hospital Management Committee, Huntington, Guildford- 
road, Chertsey, Surrey. Closing date 9th April. 
DERBY CITY HOSPITAL. (Obstetrical Oepartment— 
76 Beds.) DERBY NO. 1 HOSPITAL MANAGEMENT COMMITTER. 
Applications are invited for the post of OBSTETRIC HOUSE 
SURGEON (Senior House Officer). Post vacant 5th May. 
This post is recognised in obstetrics by the Royal College of 
Obstetricians and Gynecologists. 

Applications, stating age, qualifications and experience, with 
copies of 2 testimonials, should be sent to the Medica) Superin- 
tendent, City Hospital, Derby. 


40 . 





DONCASTER ROYAL INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER in Ophthal- 
mology. Recognised for D.O. 

Applications, with particulars of experience and copies of 2 
recent testimonials, to the Group Secretary, Doncaster Hospital 
Management Committee, at Doncaster Royal Infirmary. 
DONCASTER ROYAL INFIRMARY. (330 Beds.) Appli- 
cations are invited for the post of RESIDENT ANASTHETIST 
in the grade of Senior House Officer. Post recognised under the 
regulations for the F.F.A. R.C.S. and D.A. 

Applications to the Group Secretary, Doncaster Hospital 
Management Committee, at Doncaster Royal Infirmary. 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. 

The Corbett Hospifal, Stourbridge (114 Beds) 

HOUSE OFFICER (surgical), pre-registration. Post vacant 

now. 

Wordsley Hospital, near Stourbridge (478 Beds) 
SENIOR HOUSE OFFICER (surgical). Post vacant now. 
HOUSE OFFICER (surgical), pre-registration. Post vacant 

now. 

Apply Group Secretary, Guest Hospital, Dudley, Worcs. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
RADIOLOGICAL REGISTRAR, Ipswich and East Suffolk 
Hospital (Anglesea-road Wing), Ipswich. The Department is 
the centre for consultant radiological services for the Ipswich 
Hospital Group. Post recognised for D.M.R.D. Part II examina- 
tion. Appointment for 1 year, renewable for second year. 

Applications, stating age, experience and the names of 3 
referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 14th April, 1958. Candi- 
dates invited to visit Hospital by direct arrangement with 
Hospital Management Committee Secretary at the Hospital. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON, pre-registfation post. Vacant 
llth May, 1958. Duties with General Surgical Unit, doing some 
genitourinary work. Post recognised by the Royal College of 
Surgeons. 6-month appointment. 

Applications, with the names and addresses of 2 referees, to 

the Group Secretary, Enfield Group Hospital Management 
Committee, at Chase Farm Hospital. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from pre-registration and registered 
medical practitioners for the posts of HOUSE SURGEON 
(general surgery) (2). Vacant on 16th and 18th May, 1958, 
respectively. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary by 5th April, 1958. 00 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
(320 Beds.) Applications are invited from registered medical 
practitioners for the appointment of RESIDENT SURGICAL 
OFFICER (Senior House Officer grade). Vacant 19th April, 
1958. The post is recognised for the F.R.C.S. examination, and 
provides wide and good experience. Staff consists of 5 Registrars, 
Casualty Officer and 12 House Officers. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary. eae ‘ 
GLASGOW NORTHERN HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the post of SENIOR 
HOUSE OFFICER in Pathology and Hematology at Stobhill 
General Hospital, Glasgow. The appointment will be for 1 year 
in the first instance. 

Applications, stating age, qualifications, experience and 

present appointment and naming 2 referees, to be lodged with 
the Secretary, 13, Woodside-place, Glasgow, ©.3, by 5th April, 
1958. 
GRIMSBY. SCARTHO ROAD HOSPITAL. Grimsby 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
OFFICER (surgical) required (pre-registration or Senior House 
Officer grade) for duties in acute surgical unit of 56 Beds, modern 
theatre and Outpatient Department. Offers excellent experience 
of all types of general surgery. Married quarters available. Post 
vacant end of April, 1958. 

Applications, with names of 2 referees, to Hospital Secretary. 
HASTINGS AND ST. LEONARDS-ON-SEA. BUCHANAN 
HOSPITAL. Locum SENIOR HOUSE OFFICER (obstetrics) 
required 14th—27th April inclusive. Salary £15 19s. a week, 
less board. . 

Apply, with names of 2 referees, to Administrator. _ ee 
HENLEY-ON-THAMES, OXFORDSHIRE. PEPPARD 
CHEST HOSPITAL. (236 Beds.) READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from regis- 
tered medical practitioners for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER, vacant 13th April, 1958. The Hospital 
deals with all types of chest disease in medical and surgical 
wards. Previous experience in resident hospital appointments is 
desirable. Single accommodation is available. fl 

Applications, stating age, qualifications and experience, with 
the names of 2 referees, should be forwarded to the Group 
Secretary, Reading and District Hospital Management Com- 
mittee, 3, Craven-road, Reading. Soke Shh na § 
HESWALL, CHESHIRE. CLEAVER HOSPITAL. (220 
Beds.) CENTRAL WIRRAL GROUP. Applications are invited for 
the post of SENIOR HOUSE OFFICER. Excellent facilities for 
obtaining sound knowledge of modern treatment of pulmonary 
tuberculosis including major surgery. The Hospital contains 
non-tuberculosis and children’s units. Applications from 
ex-patient practitioners welcome. Salary £819 10s. p.a. (less £150 
for emoluments). 

Applications to be 
immediately. 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
RESIDENT HOUSE SURGEON post now vacant. Recognised 
as pre-registration post and for F.R.C.S. : 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital. 








submitted to Physician-Superintendent 
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HOVE GENERAL HOSPITAL. Pre-registration House 
SURGEON (with ward and casualty duties) required immediately 
3! a period of 6 months. This post is recognised for the 

F.R.C.S. and provides a wide experience in an active surgical 
unit. 

Applications, stating age, qualifications, and full details of 
experience, together with the names and addresses of 2 referees, 
to the Administrative Officer, Hove General Hospital, Hove, 
Sussex 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
Applications are invited for the post of CASUALTY OFFIC ER. 
The post, which is resident, is recognised under the Fellowship 
regulations and will be graded either Junior Hospital Medical 
Officer or Senior House Officer according to experience. Duties 
terminate at 7 P.M. with 1 night weekly on call. 

Applications for the appointment, which will be vacant on 22nd 
April, 1958, should be accompanied by copies of 3 recent testi- 
monials and addressed to the undersigned. 

H. J. JOHNSON, Group Secretary. 

The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. The 
post is recognised as a pre-registration appointment and for 
the F.R.C.S. Salary in accordance with national scale. 

Applic. ations, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

. JOHNSON, 
Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HUDDERSFIELD. ST. LUKE’S HOSPITAL. (235 B« Bode.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. A ppli- 
cations are invited for the post of RESIDENT MEDIC AL 
OFFICER (Senior House Officer tga at the above Hospital, to 
commence duties on Ist April, 1958. The duties will be mainly 
surgical, in a hospital which caters for chronic sick, children, 
maternity, and acute medical and surgical patients. Salary in 
accordance with the terms and conditions of service for hospital 
medical and dental staff, £819 10s. p.a. 

Applications, together with copies of 3 recent testimonials, to be 
sent to the undersigned as soon as peat. 

J. JOHNSON, 
Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. ae are invited for the post of SENIOR 
HOUSE OFFICER in the E.N.T. Department — the Victoria 
Hospital for Sick Children and the Hull Royal Infirmary. The 
post, which is now vacant, is recognised for the F.R.C.S. and D.L.O. 

Applications, with testimonials, should be sent to the Hospital 
Secretary, Victoria Hospital for Sick Children, Park-street, Hull. 
HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum HOUSE PHYSICIAN, Peediatric Unit, required 
for June and July, 1958. Duties mainly at the Western General 
Hospital, but some duties at the Victoria Children’s Hospital. 

Apply. giving experience, testimonials, &c., to the Hospital 
Secretary, Victoria Hospital for Sick Children, Park-street, Hull. 
HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (pre-registration post). Resident, and tenable for 6 
months. This post includes gynecology and general surgery 

Applications, with 2 recent testimonials, to the Hospital 
Secretary. 

HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical), vacant on 
15th April. Post recognised for pre-registration purposes. 

Apply, with full particulars and names of 2 referees, to Secre- 
tary, County Hospital, Huntingdon. 

ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resident 
SENIOR HOUSE OFFICER (surgical) required for Major 
Thoracic Surgical Unit at the above Hospital. 

Applications, stating age, nationality, 
experience, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Angiesea- 
ROAD WING). (350 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved — registration post. 

Apple sations, with copies of recent testimonials, to the Hos- 
pita Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Anglesea- 
ROAD WING). (350 Beds.) Locum Tenens CASUALTY OFFICER 
required from 2ist April, 1958, for 2 weeks. Senior House 
Officer grade. 

Applications, with copies of 2 recent testimonials, to Hospital 

Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Heath- 
ROAD WING), IPSWICH. Pre-registration post of HOUSE SUR- 
GEON to General Surgeon vacant. Rocapninnd for R.C.S. 
examination. 

Applications, with copies of recent testimonials, to Hospital 
Secretary. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
OFFICER, Geriatric Unit. Resident. Vacant 11th May, 1958. 
Post offers excellent experience in general medicine. 

Applications, stating age, qualifications and copies of up to 

3 testimonials or names of referees, to Group Secretary, South 
West Middlesex Hospital Management Committee, West 
Middlesex Hospital, Isleworth, by 9th April. 
LLANELLY "4OSPITAL, Lianeily. Glantawe Hospital 
MANAGEMENT COMMITTEE. ‘Applications are invited from regis- 
te a Oe prectionees for the resident appointment of 
Jt OR HOSPITAL MEDICAL OFFICER in the Medical 
U Une o the above Hospital. 

Applications, stating age, experience and qualifications, 
together with copies of 2 recent testimonials, should be sent 
to the Secretary of the Hospital. 

. E. Jones, Group Secretary. 





(285 Beds.) 























qualification and 

















LLANELLY. BRYNTIRION HOSPITAL. 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE 
are invited for the temporary post of JU NIOR 
MEDICAL OFFICER for work in the Chronic Sick Wards | 
the above Hospital. The post will be for a period of 6 to 12 months. 
Accommodation is available for a single person. 

Sega. stating age, experience and _ qualifications, 
together with copies of 2 recent testimonials, should be addressed 
to the undersigned at Glantawe Hospital Management Com- 
mittee, St. Helen’s-road, Swansea. 

T. E. Jones, Group Secretary. 

KETTERING AND DISTRICT GENERAL HOSPITAL 
NORTHAMPTONSHIRE. coenene are invited for the post ot 
Locum HOUSE SURGEON fovoceneteesianh, from Ist April 
a 2 months. Post recognised for F.R. 

pplications, stating age, Ln AN ny “and qualifications, 
eal ner with copies of 3 recent testimonials, to be sent to the 
Group Secretary at the above address. 
LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
General Medici 

Halifax —, Hospital (110 general medical beds). Resident. 
Rheumato 

Leeds Regional Hospital Board in association with the Uni- 
versity of Leeds invites applications for the post of Research 
Registrar in Rheumatism to assist the Professor of Clinical 
Medicine with research projects at the Royal Bath Hospital, 
Harrogate, which is the centre for the Regional Rheumatism 
pneu, or elsewhere in the Region. 


—- Beds.) 
n eee or 








Regisirar 


Bradford Royal Infirmary (65 urology beds). Approximately 
one-fifth of the duties will be general surgical. Non-resident. 
Applications, stating age, sex, qualifications and details of 
present and previous a oe vith dates, together with the 
names and addresses of 3 referees, to the Secretary, Joint Regis- 
trars Committee, Park-parade, Harrogate, by 2nd ein “05 
LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies. 
Anesthetics 
. Huddersfield Group (approximately 225 Beds in the Surgical 
Specialties). a ween 
Infectious Dise 
Castle Hill ‘Hospital, Cottingham 
bode}. Me sopra 


ay my Hall Hospital, near Wakefield, and affiliated mental 

Gotemner hospitals (approximately 400 Beds). Non-resident. 
m will be made for the — candidate to attend 
D. DM M  eouraes at the No ogre TAS. 

Applications, stating age, qua DoE an ‘and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint R trars 
Committee, Park-parade, Harrogate, by 2nd April, 1958. 
LEEDS. THE UNITED LEEDS HOSPITALS. THE 
GENERAL INFIRMARY AT LEEDS. SENIOR REGISTRAR in 


Ophthalmology required. 

Applications, givi details of age, qualifications, povtems 
posts with dates, and 3 names for reference, to be sent to the 
yee School of Medicine, Leeds 2, by not later ee 12th 

Ap 5 
LEICESTER. TOWERS MENTAL HOSPITAL. (1168 
lications are invited for the Whole-time post of 
OSPITAL MEDICAL OFFICER. Salary £852 10s.— 
25581182 10g. There is ample opportunity for experience in all 
branches of psychiatry a. —— work, and the 
Hospital is recognised for D experience. Facilities for 
postgraduate training exist at Sheffield University. Resident 
accommodation is available for a single man or woman, for 
which the pessepeeee charge will be made. Candidates must 
have completed their service with H.M. Forces 

Applications, giving age, nationality, cal fuil details with the 
names of 2 referees, to be sent to the Medical Superintendent as 


soon as possible. 
LICHFIELD (near). ST. MATTHEW'S HOSPITAL. 
BURNTWOOD, LICHFIELD, STAFFORDSHIRE. (1330 mental be beds.) 
BURTON-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER (payehiater ) required. Resi- 
dent accommodation available. Facilities for a D.P.M. 
Course at Birmingham University 

Applications, with 2 references, 4 the Medical cae Bade 
LINCOLN. Ss8T. ORGE’S HOS Ab oN eds.) 
LINCOLN NO. 1 HOSPITAL MANAGEMENT COMMITTE ‘Applica ations 
are invited for the pre-registration post of HOUSE P SICIAN 
at the above Hospital, vacant from Ist May. Duties include 
acute medical, acute chest and pediatrics. 

Applications, giving full particulars and names for reference, 
should be addressed to the Secretary. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. SENIOR a OFFICER (resident) in Medicine 
required, Ist April, 1958 

Applications, 5 aoe age, meen. qualifications and ex- 

rience together wi copies of 2 recen t testimonials, to the 
Secretary of the Hospital as soon as p 
MACCLESFIELD HOSPITAL Soe Branch). House 
OFFICER in Surgery. Acute Surgical Unit of 100 Beds. Recog- 
nised for F.R.C.S. purposes. Main casualty duties undertaken by 
Senior Resident Practitioner. 

y immediately to Group Secretary, Macclesfield and 

pinbpl Hospital anagement Committee, Willerby House, 
Cumberland-street, Macclesfield 





(167 infectious diseases 























MANCHESTER. “MONSALL HOSPITAL, Newton Heath, 
MANCHESTER, 10. RESIDENT SENIOR HOUSE OFFICER 
required for Infectious Diseases Hospital, which is a Regional 
Centre for Poliomyelitis. There are also 150 Beds for the treat- 
ment of tuberculosis and other chest diseases. 

Applications, with names of 2 referees, to Deputy Group Secre- 
tary, Monsall Hospital, from whom further particulars may 
obtained. 

4l 
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MANCHESTER. BAGULEY HOSPITAL. (402 Beds.) MIDDLESBROUGH. NORTH ORMESBY HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appli- (184 Beds.) TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. 


cations are invited for the post of SENIOR HOUSE OFFICER 
in Chest Diseases. This Hospital is a large Thoracic Unit fully 
equipped for the medical and surgical treatment of tuberculosis 
and other chest diseases. Attached to the Hospital is a Chest 
Clinic. The post offers opportunities for wide experience in 
medical and surgical treatment of patients suffering from tuber- 
culosis and other diseases of the chest, together with chest clinic 
work. Ample scope for clinical research. 

houtientions, stating age, qualifications, nationality, experi- 
ence and the names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 
MANCHESTER. BOOTH HALL CHILDREN’S HOSPI- 
TAL, BLACKLEY, MANCHESTER, 9. (380 Beds. Recognised for 
D.C.H.) HOUSE OFFICER (surgical), pre- or post-registration. 
Duties mainly general surgery and neurosurgery. 

Applications immediately, with usual particulars and copies of 

2 recent testimonials, to Group Secretary. 
MANCHESTER. CRUMPSALL HOSPITAL. Applica- 
tions are invited for the post of RESIDENT CLINICAL PATHO- 
LOGIST (Senior House Officer grade). Now vacant. Tenable 
for 1 year and presents opportunities for gaining experience in 
all branches of clinical pathology. Previous experience in 
pathology not essential. 

Applications, with full details, and names of 2 referees, by 
9th April, 1958, to Group Secretary, North Manchester Hospital 
Management Committee, Crumpsall Hospital, Manchester, 8. _ 
MANCHESTER REGIONAL HOSPITAL BOARD and the 
BOARD OF GOVERNORS OF THE UNITED MANCHESTER HOSPITALS. 

(i) NON-RESIDENT SENIOR REGISTRAR in Pathology. 
Facilities for training in all branches of pathology will be provided 
in both teaching and non-teaching hospitals in the Manchester 
area. Main duties initially at Manchester Royal Infirmary. 
8th April, 1958. 

(ii) NON-RESIDENT SENIOR REGISTRAR in BoGeles 
at the North Manchester Hospital Centre (mainly at Crumpsa 
Hospital) and Booth Hall (Children’s) Hospital, Manchester. 
The post is included in the regional rotation scheme and it is 
expected that the successful applicant will undertake part of his 
training in the United Manchester Hospitals. 9th April, 1958. 

Application forms from the Senior Administrative Medical 
Officer, Manchester Regional Hospital Board, Cheetwood-road, 
Manchester, 8, to be returned by the dates stated. 
applications for the post of REGISTRAR in General Surgery 
to the Blackpool and Fylde Group of hospitals, with main duties 
at Victoria Hospital, Blackpool (354 Beds). The post, which is 
vacant on 3rd July, 1958, is recognised under the F.R.C.S. regu- 
lations. The appointment offers an excellent opportunity to 
suitably qualified candidates for gaining practical experience in 
general and emergency surgery. A furnished flat is available in 
the married quarters situated in a detached property in a select 
residential area adjacent to the Hospital. 

Applications, stating age, qualifications, experience, and the 

names and addresses of 2 referees, should be sent to the Group 
Secretary, Blackpool and Fylde Hospital Management Com- 
mittee, Victorial Hospital, Blackpool. 
MANCHESTER. SOUTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OFFICER (anesthetics) with duties in the 
South Manchester Group. This post is recognised by the Royal 
College of Surgeons for the F.F.A. R.C.S. and for the D.A. 

Applications, stating age, present post, experience and the 
names of 2 referees, to be forwarded immediately to the Group 
Secretary, Withington Hospital, Manchester, 20. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER to the 
Geriatric Department which will become vacant on Ist June, 
1958. Resident or non-resident. Duties are primarily in the 
active medical wards. Excellent experience is available in the 
unit which has been developed on modern lines and has available 
full general hospital facilities. 

Applications, stating age, qualifications, present post, experi- 

ence, and the names of 2 referees, to be forwarded to the Group 
Secretary at the Hospital immediately. 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited from registered medical practitioners for the 
post of SENIOR HOUSE OFFICER.in General Surgery at the 
above-mentioned Hospital. 

Applications, with full details and the names of 2 referees, 

should be forwarded to the Group Secretary, Withington Hos- 
pital, Manchester, 20, immediately. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months’ appointment. Vacant now. Recognised 
for F.R.C.S. Salary at the rate of £467 10s.-€£577 10s. p.a. A de- 
duction at the rate of £125 a year is made for board and lodging, 
and other services provided. 

Applications should be forwarded, as soon as possible, to the 

Administrative Officer at the Hospital. 
MIDDLESBROUGH. ST. LUKE’S HOSPITAL. St. Luke’s 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of JUNIOR HOSPITAL MEDICAL OFFICER 
(resident). Salary scale £852 10s.-€55-£1182 10s. p.a. Flat 
(partly furnished or unfurnished) available. The post in the first 
instance will be tenable for a period of 4 years and is renewable. 
Facilities for all forms of psychiatric work are available and a 
Regional Training Scheme leading to the D.P.M. (Durham) is in 
operation. Previous experience of psychiatric work is not 
essential. 

Applications, stating age, qualifications and appointments held, 
also the names of 3 referees, should be addressed to the Physician- 
Superintendent at the Hospital. 
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Applications are invited for the post of HOUSE OFFICER 
(surgery) for Surgical Team No. 2 at the above Hospital. The 
— - sconenanes for pre-registration service under the Medical 
Act, 50. 

Applications, stating full details and giving 2 names for 
reference, should be addressed to the Hospital Secretary as soon 
as possible. 
MITCHAM. WILSON HOSPITAL, Cranmer-road, 
MITCHAM, SURREY. (66 Beds.) SENIOR HOUSE OFFICER 
-} 1 Duties mainly in Casualty Department. Post vacant 

st May. 

Applications, enclosing copies of recent testimonials and the 
names of 2 referees, to the Group Secretary, St. Helier Hospital, 
Carshalton, Surrey. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
REGISTRAR ANACSTHETIST, whole-time, for Newcastle 
pn Ra pag Group of hospitals for period of approximately 2 
months. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, immediately. 
NEWTON ABBOT HOSPITAL. (General section, 65 Beds.) 
RESIDENT SENIOR HOUSE SURGEON, Male or Female, 
required approximately end May, 1958. Married quarters available. 

Applications, quoting Ref. F.364/40, stating qualifications, 

nationality, age, with copy testimonials, to be sent to the Group 
Secretary, Torquay District Hospital Management Committee, 
Torbay Hospital, Torquay, South Devon. 
NEWTON ABBOT HOSPITAL, South Devon. Senior 
HOUSE OFFICER (medicine), Male or Female, required imme- 
diately. Duties divided equally between 20 acute medical beds 
in general section and 140 geriatric beds. . This officer is also 
required to stand in when Senior House* Surgeon otherwise 
engaged. Married quarters available. 

Applications, stating qualifications, nationality, age, with copy 
testimonials, to be sent to the Group Secretary, Torquay Dis- 
trict Hospital Management Committee, Torbay Hospital, 
Torquay, 8. Devon. ms A hs a 
NORTHWOOD, MIDDLESEX. MOUNT VERNON HOS- 
PITAL. ANASTHETIC REGISTRAR required by middle of 
June. Duties to be divided equally between the Plastic Centre 
and the General Hospital, and will include routine and emergency 
work. Candidates should be working for, or in possession of, the 
higher qualifications in aneesthesia. 

Application forms obtainable from and returnable to the 

Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 16th April, 1958. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Apeatan are invited for the appointment of HOUSE 
SURGEON or Locum HOUSE SURGEON at the West 
Norwich Hospital (Male or Female). This is a pre-registration 
»ost and recognised for final F.R.C.S. examination requirements. 
Juties general surgical and including burns and plastic work. 
The beds at this Hospital are under the control of the Consultant 
staff of the Norfolk and Norwich Hospital. Membership of a 
Medical Defence Society is a condition of appointment. 

Applications, giving full details with names of 2 referees, to 
Group Secretary, Hospital Management Committee, St. Stephens- 
road, Norwich, immediately. ie 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE SURGEON, vacant 
4th May, 1958. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. See 28 
NOTTINGHAM EYE HOSPITAL. Senior House Officer 
required, duties to commence mid-April, 1958. Salary and 
conditions of service in accordance with Ministry regulations. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. = 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in Psychiatry to St. Crispin Hospital, Duston, Northampton 
(1100 Beds). Single accommodation. Post vacant now. Good 
training facilities, including Electroencephalograph Department 
and child guidance work. 

Applications, on forms obtainable from the Secretary, 

Registrars Committee, 43, Banbury-road, Oxford, should reach 
him by 19th April. 
OXFORD. UNITED OXFORD HOSPITALS. Department 
of Pediatrics. Applications invited for the post of NON-RESI- 
DENT REGISTRAR at the Churchill Hospital, to commence 
early in July. Pediatrics and neonatal. 

Application forms are obtainable from the Administrator, 

Radcliffe Infirmary, Oxford, and should be received not later 
than 30th April, 1958. 
PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER or SENIOR HOUSE 
OFFICER. A vacancy at the Scott Isolation Hospital will be filled 
by an appointment in 1 or other of the above grades. The duties, 
in 2 departments, will be chiefly in connection with infectious and 
venereal diseases, the former including a substantial proportion of 
eases in children. The appointment will normally be for 1 year, 
subject to review at the end of the period. The post is non-resi- 
dent, but the successful candidate will be required to live near the 
hospital and be on the telephone. Applicants should be able to 
drive a car, and applicants for the Junior Hospital Medical Officer 
pest must have held a Senior House Officer appointment for at 
east a year. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Plymouth Special Hospital 
Management Committee, 8, Nelson-gardens, Stoke, Plymouth. 
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PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
HOUSE PHYSICIAN (resident, Male), post. now vacant. 
Recognised pre-registration post which offers excellent experience. 
Applications should be sent to the Group Secretary, Plymouth 
Special Hospital Management Committee, 8, Nelson-gardens, 
Stoke, Plymouth, Devon. 
PLYMOUTH. SOUTH DEVON AND EAST CORN- 
WALL HOSPITAL, FREEDOM FIELDS. Central Casualty Department. 
RESIDENT SENIOR HOUSE OFFICER in Casualty vacancies, 
1 immediately, and ist April, 1958. Recognised for the F.R.C.S. 
Applications, stating names of 3 referees, to be sent to the 


Group Secretary. ; 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (336 Beds and large Outpatient Depart- 
ment. Committee’s Base Hospital serving population of 174,000. 
Recognised for D.Obst.R.C.0.G., F.R.C.S., D.C.H., F.F.A. R.C.S., 
D.A.) PONTYPRIDD AND RHONDDA HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (surgery). 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent tcstimonials, to be sent immedi- 
ately to the Group Secretary, Courthouse-street, Pontypridd. 
PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (336 Beds and large Outpatient Department— 
serving population of 174,000.) PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (pathology). The post is to 30th September, 1958, in 
the first instance. Previous experience in pathology not essential. 
Emergency duties are shared with other residents. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd, as soon as 
possible. 

POOLE GENERAL ‘HOSPITAL, “Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
CASUALTY OFFICER (Senior House Officer) required immedi- 
ately. Resident or non-resident. Self-contained flat may be 
available. Post suitable fog persons reading for higher diplomas. 

Applications to the Hospital Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
eer iy 

(1) Saint Mary’s Hospital 

HOUSE 3U RGEON (pre-registration). Vacant now (2 posts). 
(2) Royal Portsmouth Hospital 

(a) HOUSE SURGEON (pre-registration). Vacant now. 

(6) SENIOR HOUSE OFFICER wr eP - Orthopedic 
Department (104 Beds). Vacant Ist April, 1 

Applications, stating age, experience ty yp 
together with the names of 2 referees, should be forwarded as 
— as possible to E. H. Hurst. 

. Mary’s Hospital, Milton-road, Portsmouth.” 
READING. BATTLE HOSPITAL. (391 Beds.) Reading 
AND ~ gt re MANAGEMENT COMMITTEE. Applications 
are invite registered medical  precksstonees for the post of 
RESIDENT me NIOR HOUSE SURGEON (pre- or post- 
registration) required in the ‘Accident and Orthopedic Depart- 
ment. F.R.C.S. recognised. Also casualty duties. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 











READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNECOLOGY. (100 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the resident post of GYNASCOLOGICAL HOUSE SUR- 
GEON at the Royal Berkshire Hospital, Reading. Vacant 
wwe and tenable for 6 months. Post recognised for 


Write, stating age, qualifications with dates, nationality 
and present post. ith copy of 1 recent testimonial, to Secretary. 


READING. ROYAL - BERKSHIRE HOSPITAL. Appli- 
cations are invited from registered medical practitioners for the 
post of RESIDENT ASSISTANT PATHOLOGIST (1 of 2), 
vacant on 15th April, 1958, and tenable for 6 months. Salary 
£577 10s. p.a. 

Write, stating age, qualifications with dates, nationality and 
present post, with copies of 2 recent testimonials, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (397 
Beds.) Applications are invited from registered and provisionally 
registered medical practitioners for resident post of HOUSE 
SURGEON, vacant 9th April, 1958, and tenable for 6 months. 

Write, stating age, qualifications with dates, nationality, 
resent post, with copies of 2 recent testimonials, to Secretary, 
Royal Berkshire Hospital, Reading. 

RICHMOND, SURREY. ROYAL HOSPITAL. Senior 
HOUSE SURGEON (resident) required Ist April, 1958, for busy 
General Hospital of 121 Beds with full consultant staff. 

Apply, giving age, qualifications, experience and names of 2 
referees, to administrative officer immediately. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE OFFICER (surgery) required mid- 
April for busy Surgical Unit. Post recognised for F.R.C.S. quali- 
— and offering excellent experience. 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hosp tal, Rochdale, Lancs. 
ROCHESTER, KENT. ST. BARTHOLOMEW’S HOS- 
PITAL. MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE PHYSICIAN required. Post 
vacant 7th April, 1958, and tenable for 1 year. Salary £819 10s. 
p.a., less £150 for residential emoluments. 

Applic ations, stating age, qualifications, experiefice and 
nationality, with recent testimonials, to Hospital Secretary. 














ROCHESTER, KENT. ST. BARTHOLOMEW’S HOS- 
PITAL. MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer grade) (1 of 2 in the depart- 
ment) vacant now. Salary £819 10s. p.a., post tenable for 6 
months or 1 year. 

Applications, stating age, nationality, qualifications and 
experience, with recent testimonials, to Hospital Secretary. 





ROCHESTER, KENT. ST. BARTHOLOMEW’S HOS- 
PITAL. (Recognised for the F.R.C.S.) MEDWAY AND GRAVESEND 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON. 
Applications are invited for the pre-registration post which is 
vacant now. Salary £467 10s.-£577 10s. p.a., according to 
experience. 

Applications, stating age, qualifications, nationality and 
experience, to Hospital Secretary. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds. 
RESIDENT HOUSE SURGEON (Male) required immediately. 
Not pre-registration appointment. 

Applications should be forwarded to the Sec retar, » Romford 
ones 5 Hospital Management Committee, Oldchure ” Hospital, 

omford 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Bede.) 
RESIDENT HOUSE PHYSICIAN (Male) required from 21st 
April, 1958. Not pre-registration appointment. 

Applications should be forwarded to the ecretary. Romford 
nee A Hospital Management Committee, Oldchurch Hospital, 

omford F 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Peediatrics. Dundee General Hospitals. Applications 
are invited for the post of SENIOR REGISTRAR in Peediatrics 
at Dundee Royal Infirmary (534 Beds) and Maryfield Hospital, 
Dundee (370 Beds), the main teaching hospitals associated with 
the University of St. Andrews. The duties will include teaching 
of undergraduates. Salary afd conditions of service in accordance 
with national agreement. 

Further particulars and forms of application from the Secre- 
tary to the Board, Braeknowe, 430, Blackness-road, Dundee, 
with whom applications must be lodged not later than 12th April. 
SCOTLAND. ‘NORTHERN REGIONAL HOSPITAL 
BOARD invite Se NG from qualified medical practssonere 
for the post of TRAINEE MEDICAL SUPERINTENDENT 
attached to the Regional Hospital Board. The period of traini 
will be for 2 years and experience will be given in genera] hospita. 
— with a short period in the mental service. Salary 

00 p.a 

Further particulars and forms of application are obtainable 
from the age tg with —— app age should be lodged 
by 19th April, A. M. FRASER, 

a oee - and Mumaavaive Medical Officer. 
Northern Regional Hospital Board, 

Reay House, 17, Oid Edinburgh-road, Inverness. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Department of Surgical 
Neurology, ——-. at the Royal Infirmary, Edinburgh, and 
at Bangour Hospita 

Apply, giving particulars of pee, qualifications and previous 
experience, and the names of 3 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, .3, within 30 days. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Ophthalmology at the 
Royal patumery, Edinburg 

Apply, givin particulars ‘of age, qumitesiiese and previous 
experience, and the names of 3 referees, to the cee: ll, 
Drumsheugh-gardens, Edinburgh, 3, by 12th April, 1 


SCOTLAND. IN F 























SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Locum SENIOR REGISTRAR in Obstetrics and 
Gynecology at the Royal Infirmary and Simpson Memorial 
Maternity Pavilion, Edinburgh. 

Apply, giving particulars of age, qualifications and experience, 
and the names,of 2 referees, to the Secretary, 11, Drumsheugh- 
gardens, Edinburgh, 3. 

SCOTLAND. WESTERN REGIONAL ~ HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance;:— 

SENIOR REGISTRAR in Pathology based at the Western 
me aya Glasgow, for Regional duties in the Western Infirmary 


Ds 





SENIOR REGISTRAR in Pathology and Hematology based 
at Stobhill General Hospital, Glasgow. 

REGISTRAR in Laboratory Medicine based at the Southern 
General Hospital, Glasgow. 

REGISTRAR in Obstetrics and Gynecology at Johnstone 
Cottage Hospital and Thornhill Maternity Hospital, Paisley. 

REGISTRAR in Psychiatry based at Woodilee ental 
Hospital, Lenzie, near Glasgow. A small flat is available. 

REGISTRAR in Psychiatry based at the Crichton Royal 
Mental Hospital, Dumfries. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, by 12th April, 1958. 


SHREWSBURY. ARY/ 





ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON. acant 
lst ay, 1958. _ Pre- -registration candidates eligible. Recognised 
for the F.R.C 

fr gg with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON. Vacant 
23rd April, 1958. Pre-registration candidates eligible. Recognised 
for the F.R.C.S 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Sera 


SOUTHAMPTON. ROYAL SOUTH HANTS os- 
PITAL. (274 Beds. Recognised for F.R.C.S.) ORTHOPEDIC 
HOUSE SURGEON (post recognised for pre-registration service 
and tenable for 6 months). The Hospital is the centre to 
which all trauma from a large industrial town and port is 
directed, thus providing excellent ——- in the treatment 
of traumatic conditions ; patients with orthopedic conditions 
are drawn from a wide area 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
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SOUTHAMPTON. ROYAL SOUTH HANTS HOS- STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
PITAL. (274 Beds.) RESIDENT HOUSE SURGEON required ROYAL INFIRMARY. SENIOR HOUSE OFFICER (E.N.T.) 


immediately. Pre-registration candidates eligible. The post 
is recognised for F.R.C.S. and offers exceptional opportunities for 
general experience with a Senior Surgical Registrar in a busy acute 
unit of 70 Beds. 

Applications, with copies of recent testimonials, to Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment in the Medway and 
Gravesend Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staff (England and Wales), and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 12th April, 1058. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Applica- 
tions are invited for the post of RESIDENT DEPUTY 
CASUALTY OFFICER (Senior House Officer grade) with 
duties in the Fracture and Orthopedic Department for a 
period of 6 months from Ist May, 1958. The post is recognised 
for the F.R.C.S. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials, to reach the Secretary as soon as 
possible. 

STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (obstetrics and gynecology). 
Married accommodation available. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 

STAFFORD. STAFFORDSHIRE GENERAL INFIRMARY. 
RESIDENT CASUALTY OFFICER (Junior Hospital Medical 
Officer status) required. Male or Female. 

Applications, stating age, previous experience, qualifications 

and sores of 2 recent testimonials, to the Group Secretary, 
Stafford Hospital Management Committee, 13, Foregate-street, 
Stafford. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Locum Tenens CASUALTY OFFICER (Registrar 
grade), resident, required for the period Ist-3lst May, 1958, 
inclusive. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. ALBANS CITY HOSPITAL. (384 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. CASUALTY 
OFFICER (Registrar grade) required. Post recognised under 
F.R.C.S. regulations. Appointment tenable for 6 months from 
about 27th May, 1958, and subject to review at end of this period. 

Application forms obtainable from and returnable to Secre- 
tary, Mid Herts Group Hospital Management Committee, Bleak 
House, Catherine-street, St. Albans, Herts, by 8th April, 1958. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) HOUSE SURGEON (House Officer grade) required 
for | of the 2 surgical teams. Post recognised for F.R.C.S. Post 
vacant 16th April, 1958, and tenable for 6 months. Preference 
given to candidates seeking post under the Medical Act, 1950. 

Applications to Secretary, Mid Herts. Group Hospital 

Management Committee, Bleak House, Catherine-street, St. 
Albans. 
ST. ALBANS CITY HOSPITAL, St. Aibans, Hertfordshire. 
(384 Beds.) HOUSE PHYSICIAN (House Officer grade) required 
for duties mainly in the Pediatric Department. Post vacant 
approximately 20th April, 1958, and tenable for 6 months. 
Preference given to candidates seeking pre-registration posts 
under the Medical Act, 1950. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
8ST. ALBANS, HERTFORDSHIRE. CELL BARNES 
HOSPITAL. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR required at above Hospital. This is a 
modern hospital where 895 mental defectives of all types and 
ages are under care. Approved for D.P.M. Good peediatric 


experience available. jospital may be visited by direct 
appointment. 

Application forms obtainable from the Group Secretary, 
Harperbury Hospital, St. Albans, Herts. 


STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for the post of HOUSE OFFICER (general surgery), 
vacant 7th April, 1958. This is an approved pre-registration post 
and is recognised for the F.R.C.S. 

Applications, with copies of 2 testimonials, to the Group 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59B, Shaw-heath, Stockport. 

STOCKPORT. STEPPING HILL HOSPITAL. (529 Beds.) 
STOCKPORT AND BUXTON HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (anesthetics), vacant 16th May, 1958. The 
ost is recognised for the D.A. and F.F.A. R.C.S., and there are 
acilities for study. 

Applications, stating age, experience and qualifications, 

together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59B, Shaw Heath, Stockport. 
STOCKPORT. STEPPING HILL HOSPITAL. (529 Beds.) 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (surgery). Vacant 15th April, 1958. The 
post is recognised for the F.R.C.S. 

Applications, stating age, experience and _ qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 598, Shaw Heath, Stockport. 
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required. Recognised F.R.C.S. and D.L.O. 
etailed applications with copy testimonials to Hospital 

Secretary, Royal Infirmary, Stoke-on-Trent. 
SWANSEA. MORRISTON HOSPITAL, Morriston, 
SWANSEA. (501 Beds.) GLANTAWE HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the resident post of SENIOR 
HOUSE OFFICER in the Obstetric and Gynecological Depart- 
ments of the above Hospital. The Maternity Unit has a comple- 
ment of 44 Beds and affords excellent experience. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Medical Superintendent of the Hospital. 

E. JONES, Group Secretary. 

SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Swindon Hospitals. Applications invited for post of 
RESIDENT HOUSE PHYSICIAN in Acute Medical Unit of 64 
Beds at St. Margaret’s Hospital. Recognised for training under 
pre-registration internship regulations. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 
road, Swindon, immediately. 
MEMORIAL HOSPITAL. HOUSE SURGEON required for post 
vacant immediately. Pre-registration post. 

Applications, stating age, qualifications, with dates, with copies 
of 2 testimonials, to Secretary. 
TAPLOW, near MAIDENHEAD. CANADIAN RED CROSS 
MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for post 
vacant 3rd May. Pre-registration post. 

Applications, stating age, experience and qualifications, with 
dates, with copies of 2 testimonials, to Secretary. 
TAUNTON AND SOMERSET HOSPITAL, Taunton, 
SOMERSET. Applications are invited for SENIOR HOUSE 
OFFICER (Resident Surgical Officer). Post vacant early April. 
This is a post giving excellent experience in surgery including 
operating work according to qualifications and experience. 
The post is recognised by the Royal College of Surgeons as a 
qualifying appointment for Final Fellowship Examination. 

Applications, stating age, nationality and qualifications 
together with the names of 2 referees, should be forwarded 
to the Group Secretary, Taunton Hospital Management Com- 
mittee, c/o Musgrove Park Hospital, Taunton, Somerset. — 
TORQUAY. 





TORBAY HOSPITAL. Senior Resident 
HOUSE OFFICER (medicine) required end April, 1958. There 
is a complement of 6 Resident House Officers. 

Applications, stating qualifications, age, nationality, with copy 
testimonials (quoting reference F.955/90) to the Group Secre- 
tary, Torquay District Hospital Management Committee, Tor- 


bay Hospital, Torquay, 8. Devon. : vol Be Bi 
TUNBRIDGE WELLS (near), PEMBURY HOSPITAL, 
PEMBURY. Applications invited for appointment of SENIOR 
ORTHOPEDIC HOUSE SURGEON AND CASUALTY 
OFFICER (Senior House Officer grade) to begin duties as soon 
as possible. Recognised F.R.C.S. (Eng.) and tenable for 1 year. 
Work includes treatment of long- and short-stay cases and 
traumatic surgery with large Outpatient and Fracture Clinics 


under 2 Consultants. 

Apply, stating e, qualifications and experience, together 
with 3 testimonials, to Group Secretary, Sherwood Park, 
Pembury-road, Tunbridge Wells. a? asl Ea 
VENTNOR, ISLE OF WIGHT. ROYAL NATIONAL 
HOSPITAL FOR DISEASES OF THE CHEST. Required, RESIDENT 
JUNIOR HOSPITAL MEDICAL OFFICER, Hospital has beds 
for tuberculous and non-tuberculous diseases and thoracic surgery. 

Applications, with names of 2 referees, to Physician-Super- 
intendent. _ i: ti 
WARLINGHAM PARK HOSPITAL. SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications are 
invited for appointment as SENIOR PSYCHIATRIC REGIS- 
TRAR. The Hospital uses all modern treatment methods, 
emphasising social and group therapy, and conducts a complete 
mental health service for Croydon. Single residential accommo- 
dation available. 

Application on forms obtainable from the Group Secretary, 
Warlingham Park Hospital, Warlingham, Surrey, should 
submitted by 19th April, 1958. Candidates may visit the Hospital 
by arrangement. Neel At ie 
WARLINGHAM PARK HOSPITAL MANAGEMENT 
COMMITTEE. Locum Tenens PSYCHIATRIC REGISTRAR 
required for 3 months at least. Possibility of oy permanent 
vacancy. Single residential accommodation available. This post 
offers valuable experience. The Hospital uses all modern treat- 
ment methods, emphasising social and up therapy, and 
conducts a complete mental health service for Croydon. 

Inquiries and applications to the Physician-Superintendent, 
Warlingham Park Hospital, Warlingham, Surrey. 








WATFORD. SHRODELLS HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (Senior House 
Officer grade) to the Pediatric Unit of 38 Beds. Post recognised 
for the D.C.H. To take up duty as early as possible. 
Applications, together with copies of 2 recent testimonials, 
should reach the Medical Administrator as soon as possible. 


WATFORD HERTF SHIRE. PEACE MEMORIAL 
HOSPITAL. (211 Beds.) ORTHOPAZDIC HOUSE SURGEON 
(with certain casualty duties) required. Post recognised for 
F.R.C.S. (Eng.) examination. The orthopedic service is in the 
charge of a Consultant and Registrar closely associated with a 
postgraduate teaching hospital. 

Applications, with copies of 2 testimonials, to the Administrator. 


WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL, (211 Beds.) Applications are invited for the post of 
HOUSE SURGEON at the above Hospital. This is a ta 
registration post and is recognised for F.R.C.S. Salary according 
to the National Health Service scale. 

with copies of recent testimonials, to the 











Applications, 
Administrator. 
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WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (211 Beds.) CASUALTY OFFICER (Senior House 
Officer) required. Modern Department employing 3 full-time 
Casualty Officers inc re whole-time Surgeon-in-Charge. Post 
recognised for F.R.C. Resident or non-resident. Post vacant 
beginning of May. 

Please send applications, with copies of 2 references, to the 
Administrator. 

WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited for position of SENIOR HOUSE PilVslI- 

CIAN or SENIOR HOUSE SURGEON in Thoracic Surgery 
De partment. Salary £819 10s. p.a. £150 p.a. charged for accom- 
modation. 

Written applications, giving full personal particulars, details of 

xperience, and 2 names and addresses for reference, to 
W. BowRINnG, Group Secretary, Pinderfields General Hospital, 
Wakefield. 
WARWICK (near), CENTRAL MENTAL HOSPITAL. 
(1400 Beds.) SENIOR HOUSE OFFICER, Neurosis Unit, 
Adult and Child Psychiatry Clinics, Departments of Electro- 
encephalography, Occupational Therapy, Psychology and Social 
Work. Recognised for D.P.M. Accommodation available. Post 
vacant. 

Applications, with names and addresses of 3 referees, to 

Medical Superinte ndent. 
WEST BROMWICH AND DISTRICT HOSPITALS 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER (anvs- 
thetics) required, resident. New appointment. Duties spetnly 
at 2 general hospitals. Recognised for D.A. and F.F.A. R.C.S. 
The post is tenable for 1 year. 

Applications with names of 3 referees to be sent to J. O. 
Rosins, Group Secretary, West Bromwich and District General 
Hospital, Edward-street, West Bromwich. 


WESTON-SUPER-MARE GENERAL HOSPITAL. (104 
Beds.) Applications are invited from duly qualified medical 
practitioners for the pre-registration appointment (resident) of 
HOUSE SURGEON. Irfimediate vacancy. 

Applications, stating age, qualifications, together with names 
and addresses of 2 referees, should be addressed to the Secretary, 
Weston-super-Mare Hospital Management Committee. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE SURGEON (post recognised by Royal 
College of Surgeons) required for general surgery with some E.N.T. 
duties. Approved pre-registration post. Vacant immediately. 

Applications, with copies of 2 testimonials, to Group Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE PHYSICIAN (post-registration) to 
the Pediatric Department. Vacant immediately. Preference will 
be given to applic ants wishing to specialise in pediatrics. The 
Department is recognised for the D.C.H. 

Applications, with copies of 2 testimonials, to the Group 
Secretary. 

WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE PHYSICIAN (pre-registration). 
Vacant 14th May. 

Applications, with copies of 2 testimonials, to Group Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE SURGEON to the Senior Surgeon. 
Post vacant end April. 

Applications, with copies of 2 testimonials, to the Group 
Secretary. 

WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE PHYSICIAN (obstetrics) required. 
Post recognised D.Obst.R.C.0.G. Vacant 30th May. 

Applications, with copies of 2 testimonials, to the Group 

Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
associated hospitel of the Birmingham University Medical 
School.) SENIOR.HOUSE OFFICER (general surgery). Post 
vacant immediately. 

Apply. giving age and qualifications, with copies of 2 testi- 
monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
associated hospital of the Birmingham University Medical 
School), ORTHOPAZDIC SENIOR HOUSE SURGEON for 
Fracture and Orthopedic Department. Post recognised for 
F.R.C.S. Vacant immediately. 

Apply, with 2 testimonials, to the Secretary. 


WORCESTER j(near), POWICK HOSPITAL. Locum 
SENIOR HOUSE OFFICER required for several months. 

Applications, with copies of testimonials, to Medical Super- 
intendent. 
WORCESTER ROYAL INFIRMARY. House Surgeon 
(pre-registration or otherwise) required for general surgery post 
at this busy General Hospital of 213 Beds. The appointment offers 
wide and varied experience and is recognised for the F.R.C.S. 
examinations. 

Applications to Hospital Secretary. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Applications are invited for the post of CASUALTY OFFICER 
which will be vacant on Ist June, 1958. The appointment is 
for 12 months, but is renewable for a further 12 months. Salary 
£850 p.a. less £125 p.a. for residential emoluments. 

Applications to be submitted not later than 12th April, 1958, 
~ the —e Public Health Committee, General Hospital, 
ersey, C.I. 
U.S.A. NORTON MEMORIAL INFIRMARY, Louisville, 
KENTUCKY, U.S.A. A 290-Bed general hospital, approved by the 
American Medical Association for ROTATING INTERNSHIPS 
of 1-year duration. Approved under Exchange Visitor Program. 
Only graduates from approved medical schools considered. 
Rotating services in medicine, surgery, obstetrics and pediatrics. 
Stipend $200 per month, and full maintenance for bachelors. 

Apply airmail to Administrator. 





MICHIGAN, U.S.A. OAKWOOD HOSPITAL, Dearborn, 
MICHIGAN. Applications are invited for 1 year approved 
ROTATING INTERNSHIP beginning Ist July, 1958. 234-Bed 
General Hospital 10 miles from Detroit. Excellent facilities. 
Hospital approved for exchange-visitor programme. Salary 
$200 if single, $250 if married. Housing rent-free. 

Apply Director. 
U.S.A. BRIDGEPORT HOSPITAL, Bridgeport, Connecti- 
cut. Approved ROTATING INTERNSHIPS and RESIDEN- 
CIES available in a general hospital of 387 Beds and 60 Bassinets. 
Stipend of $3190 per month in addition to full maintenance and 
uniforms. Exchange Visitor Program participant. 

Address inquiries to: Chairman, Committee on Medical Educa- 
tion, Bridgeport Hospital, Bridgeport 10, Connecticut, U.S.A. 


U.S.A. UNIVERSITY OF MINNESOTA MEDICAL 
CENTER. ANESTHESIOLOGY RESIDENCIES at the above 
Center. 2 or 3-year programme with clinical and didactic 
instruction in all phases of aneesthesia. Board approval. Positions 
starting every month. 

Address, F. H. VANBERGEN, M.D., University of Minnesota 
Medical Center, Minneapolis 14, Minnesota. 


CANADA. VICTORIA HOSPITAL, London, Ontario, 
CANADA. 800-Bedded Hospital associated with Medical School 
has vacancies for JUNIOR ROTATING INTERNS on or about 
15th June, 1958. Approved training by Royal College for 10 
specialties. Appointment 1 year with honorarium of $100 per 
month. Room, board, and laundry provided. 

Applications, with letters of reference, to Superintendent. 


IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITAL. The Board of Management invite applications from 
medical practitioners with the necessary experience for appoint- 
ment as REGISTRARS in the Children’s Department (2 vacan- 
cies) in the newly completed hospital. 

The salary offered for the post is £1164 p.a. plus an inducement 
allowance for expatriate officers of £270 p.a. 

The department consists of 60 Beds and 20 neonatal beds and 
a busy and fully developed Outpatient Department. There is a 
full consultant staff of 3 Consultants assisted by 2 Senior Regis- 
trars and 3 Registrars. 

The appointments will be initially for 1 tour of 12 months and 
will be renewable by mutual agreement for a further tour of 12 
months at a salary of £1212 p.a. 

On satisfactory completion of the agreement. a gratuity of 
£37' 10s. will be paid for each completed period of 3 months’ 
service. 

An outfit allowance of £60 is payable on first appointment. 

Partly furnished quarters are provided at a rental of 84% 
of salary, excluding inducement allowance, and an expatriate 
doctor appointed will be eligible for 7 days’ leave on full pay for 
each completed month of service in Nigeria. A Nigerian doctor 
qualifies for either 5 or 7 days’ leave for each completed month 
of service. 

Free first-class passages are provided for expatriate doctors 
and their wives on first appointment and on completion of the 
agreement. Free first-class passages to Nigeria will, in certain 
circumstances, be provided for non-expatriate doctors. Free 
first-class passages will be provided for vacation leave. 

Candidates will be eligible for children’s allowances in accord- 
ance with existing regulations. 

Arrangements can be made to enable doctors to continue their 
National Health Service superannuation scheme contributions, 
and details of the revised salary and gratuity payable in such 
cases will accompany application forms. 

Applications should be submitted not later than 12th April, 
1958, on the appropriate forms, which will be forwarded, together 
with additional information, on receipt of an addresse d foolse ap 
envelope by the Adviser on Staff Recruitment, London Office 
(University College —— Ibadan), 57, Catherine-place, 
Palace-street, London, 8.W 
SOUTH AUSTRALIA. ADELAIDE CHILDREN’S HOS- 
PITAL, INc. Applications —. invited from Medical Graduates 
for appointment as ASSISPANT PATHOLOGIST in the Depart- 
ment of Morbid Anatomy at ‘the above Hospital. 

Duties : to assist with the routine work of the Department, 
to undertake research, and to help with postgraduate and under- 
graduate teaching. Opportunities will be available for the success- 
ful applicant to work for a higher degree. 

Qualifications : must be a Medical Graduate. Some experience 
in the other branches of clinical pathology are desirable, but not 
essential. 

All applicants are requested to submit full professional and 
ema details, and name at least 3 referees. The salary payable 
will be within the range of £1873-£2328 p.a., and will be paid 
according to experience and qualifications. Normal leave benefits 
will be available, and also superannuation benefits. The term 
of appointment is for a period of 3 years with eligibility for 
reappointment. 

All applications must be oddreane d to— 

E. H. LINES, hesrecysad and Secretary. 

Adelaide Children’s idocpital, Inc. 

72, King William-road, 
North Adelaide, South Australia. 


Public Appointments 


CROYDON. COUNTY BOROUGH OF CROYDON. 
ASSISTANT MEDICAL OFFICER OF HEALTH AND SCHOOL 
MEDICAL OFFICER. Applications are invited for this estab- 
lished appointment from registered medical practitioners having 
at least 3 years’ experience after qualification. The duties are 
mainly in the School Health and Maternity and Child Welfare 
Services. The D.P.H. or D.C.H. will be an advantage. Salary 
within the scale £1050—£50 £1200- £55-£1475 p.a. , commencing 
according to qualifications and experience. 

Application forms obtainable from the Medical Officer of 
Health, 45, Wellesley-road, Croydon. Closing date 12th April, 
1958. E. TABERNER, Town Clerk. 
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COUNTY BOROUGH OF WEST HAM. 
HEALTH DEPARTMENT. Appointment of MEDICAL OFFICERS. 
There are 2 posts, 1 partly administrative, the other mainly 
clinical in School Health Service and Maternity and Child Wel- 
fare. Both offer varied responsibilities over wide range of health 
services. D.P.H. essential. D.Obst.R.C.O.G. and/or D.C.H. an 
advantage. Salary within scale £1050-£1475 p.a. according to 


qualifications, experience, &c. 
Medical Officer of Health, 225, 


Further particulars from 
Romford-road, Forest Gate, E.7, to whom applications are 


returnable by 14th April, 1958. : 
DERBYSHIRE COUNTY COUNCIL. 
invited from Male medical practitioners for the 
superannuable appointment of SENIOR MEDICAL O 
FOR SCHOOL HEALTH. Possession of the D.P.H. (or its 
approved equivalent) is essential, and experience in school health 
and mental deficiency work is advantageous. The salary is 
£1520-£50-£1570-£55-£1955 p.a. plus a car allowance. The 
successful candidate will work under the direction of the County 
Medical Officer of Health who is also the Principal School Medical 
Officer. His duties will be largely administrative in connection 
with the School Health Service and will include the functions of a 
Health Education Officer and such other duties as may be 
assigned. Office accommodation will be provided at the County 
Offices, Matlock (to which the Department is moving shortly). 

Applications should be submitted to the undersigned by 7th 
April, 1958. (Forms are not provided but conditions of service will 
be supplied on request. ) B. S. MORGAN, 

County “Medical Officer of Health. 

County Offices, St. Mary’s Gate, Derby. 

LEEDS EDUCATION COMMITTEE. Applications are 
invited from duly qualified medical practitioners, preferably 
Male, for appointment as SCHOOL MEDICAL OFFICER. 
Special consideration will be given to one experienced in refrac- 
tion work. The officer appointed will work under the direction 
of the Principal School Medical Officer who is also Medical Officer 
of Health. He will be required to perform such other duties as 
the Council may from time to time determine. The salary scale 
is from £1050 to £1475 a year. Commencing salary determined in 
accordance with experience. The post is superannuable and the 
yerson appointed will be required to pass a medical examination. 

"he officer will be sestricted from engaging in private practice. 

Forms of application may be obtained from the undersigned 
and must be returned within 21 days from the appearance of this 
advertisement. Canvassing in any form, either directly or 
indirectly, will be a disqualification. 

GEORGE TAYLOR, Chief Education Officer. 

Calverley-street, Leeds, 1. 

YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE—BRIGHOUSE DIVISION. 

(1) Joint Pa of SENIOR ASSISTANT COUNTY 
MEDICAL ICER AND SCHOOL MEDICAL OFFICER 
to the Brighouse Corporation, Elland Urban District Council, 
and rt West Riding County Council. 

) Appointment of SSISTANT COUNTY MEDICAL 
OF re ER AND SCHOOL MEDICAL OFFIC ER. 

Applications for the above posts are invited from registered 
medical practitioners with at least 3 years’ experience since 
qualification, and in the case of post (1) applicants must hold 
the D.P.H. or be nearing completion of training for the D.P.H. 
Duties mainly in the School Health and Infant Welfare Services, 
but for post (1) the person appointed will also be required to 
act for the Divisional Medical Officer and Medical Officer of 
Health in his absence and will be appointed Deputy Medical 
Officer of Health to the constituent authorities. Salary: post 
(1) £1150-£€1575 p.a.; post (2) £1050-€1475 p.a. County 
Council seale of travelling and subsistence allowances. Posts 
superannuable and subject to medical examination. 

Forms of application from the undersigned to be returned 
not later than 14th April, 1958. 

J. Woop-WILson, 

County Hall, Wakefield. 
QUEENSLAND. Vacancies exist for Full-time and paid 
Visiting Part-time SPECIALISTS with the right of private 
practice in the hospitals and Health Services of the State of 
Queensland, Australia, in the following Departments : 


WEST HAM. 


Applications are 
Ww ph -time 
‘FICER 


County Medical Officer. 


bye. 
Ear, Nose and Throat. 
Diagnostic Radiology. 
Radiotherapy. 
Psychiatry. 

Pathology. 
Geriatrics. 

Vacancies also exist for the positions 
DENT MEDICAL OFFICERS. 

Attractive salaries are paid for all positions and details will be 
available from the Director-General. 

The Director-General of Health and Medical Services, Dr. A. 
Fryberg, will be visiting England, arriving in mid-April, and 
would be pleased to interview doctors interested in practising 
in Queensland. 

Interested doctors desiring an interview should write to the 

Agent-General for Queensland, 409,410, Strand, London, W.C.2, 
for appointment. 
GOVERNMENT OF THE FEDERATION OF RHODESIA 
AND NYASALAND. MINISTRY OF HEALTH. Vacancies. GOVERN- 
MENT MEDICAL OFFICERS (Male). As a result of continued 
expansion in the Medical Services of the Federation further 
vacancies exist for Government Medical Officers. These are 
essentially general duty posts and applicants must have com- 
pleted 1 year's experience since qualifying. Minimum commenc- 
ing emoluments, including allowance in lieu of private practice, 
vary between £1550 and £1750 p.a., according to experience. 
The maximum basic salary on this grade is £2050 but oppor- 
tunities exist for transfer to centres with private practice benefits 
or promotion to higher grades. 

Application forms and further details may be obtained from 
the Secretary (R), Rhodesia House, 429, Strand, London, W.C.2. 
Closing date 21st April. 


of JUNIOR RESI- 





GOVERNMENT OF BARBADOS. Medical istrar, 
with qualifications registrable in United Kingdom, an aa either 
a ene qualification or at least 4 _ experience in 
ospital ward, outpatient clinic or special we required 
for General Hospital to assist Specialist Physician. May be 
required to do post mortems, medical outpatients (new cases), 
blood organisation, emergency and casualty duties. Appointment 
on permanent basis with pension (non-contributory) 1/600th of 
final pensionable emoluments for each completed month of 
pensionable service, or agreement for 3 years (in which case 
7 er’s share of oposeres superannuation contributions 
wil <q Salary scale £1300-£1500 p.a. Income-tax at local 
rates. Furnished quarters provided at rental of 6% of 
Free passages on yyy for officer, wife and family up 
maximum cost of £400 each way. Permanent officer Ru Ae | 
leave passages for himself and wife only. Climate healthy. 
Educational facilities available. 

Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting BCD.117/28/015). 
GOVERNMENT OF JAMAICA. Bacteriologist and 
PATHOLOGIST required to be in charge of and responsible for 
organisation and administration of Government Bacteriological 
Laboratory and to supervise Laboratory Services thro out 
Jamaica. Will also be required to organise and effect training = 
Medical Officers and Technicians (Laboratory Assistants) in 
their duties in pathology and seeieey and advise Chief Med- 
ical Officer on matters associated with this branch of the Medical 





Services. Other duties in the specialty as assigned by Chief 
Medical Officer. Candidates must possess qualifications strable 
= United Kingdom, and have had at least 10 years’ experience 


sew and/or bacteriology and approved experience in 
ical laboratory administration. igher qualification in 
patholeay or bacteriology an asset. Salary £2100 a year. pat 
ment on contract for 3 years with gratuity (taxable) of % 
salary for each 3 months’ service payable on yy! comple- 
tion of service. Free passages for officer, wife and ndent 
children under 18 years, not exceeding 5 persons in all. Quarters 
not provided but subsidy payable where rent exceeds 10% of 
salary. Income-tax at local rates. Climate healthy. Educational 
facilities available. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W. 1 (quoting BCD.117/32/07). 
GOVERNMENT OF MAURITIUS. Pathologist required 
to perform bacteriological examinations ; prepare autogenous 
vaccines ; carry out serum tests for venereal diseases ; assist 
Senior Pathologist with supervision of branch laboratories and 
training of Laboratory Assistants and act for him during his 
absence on leave. Other duties as assigned by Director of Medical 
Services. Candidates must = qualifications registrable in 
United Kingdom and have ractical experience in patho- 
logical work. Salary scale £108 1854 a year. Appointment on 
contract for 3 years with gratuity (taxable) £50 a quarter payable 
on satisfactery completion of service. Officers not located 
Government quarters may be reimbursed difference between 
approved rent paid for furnished private accommodation gen mod 
to maximum of £22 10s. a month) and the 10% of basic salary 
normally paid for Government accommodation. Free passages 
for officer, wife and de a children under 18 years not 
exceeding 5 persons in a Income-tax at local rates 

Application forms from Director of Recruitment, Colonial 

fice, London, 8.W.1 (quoting BC D. 117/52/01). 
CORK SANATORIA BOARD. Vacancy for House yor 
,- apie Hospital, Sarsfieldscourt. Remuneration £516-— 
£ p.a 
Application forms and particulars may be obtained from The 
County Manager, Courthouse, Cork, with whom completed 
applications oe be lodged not later than 5 P.M. on Wednesday, 
16th April, 1957 











Applications are invited for the appointment of a Medical 
Officer with a leading British mony in British West Africa. 
Applicants should not be more than 35 years of age and should 
have had good all-round experience since qualifying. Salary will 
be in accordance with age, experience and quallicetions, but 
will not be less than £1600 p.a. In addition there are family 
allowances, free passages to and from West Africa, and free 
furnished quarters. Membership of pension fund is compulsory. 
iat eee of duty will be about 18 months followed by leave on 
‘u 
Applications, piving full details of experience, should be made 
to the ora Medical Officer, Unilever House, Blackfriars, 
London, E.C. el "* eet. Vola 
£2000 p.a. — young assistant required by 1st wes | in 
Cape Province, South Africa. Native practice. English-speaking 
area. Accommodation and car provided.—F or_ further details 
ap »ply Address No. 385, THe Lancet Office, 7, Adam-street, 
Adelphi, London, W.C.2. 
Experienced Typist desires work to do at home. Moderate 
prices.—K. STRANGE, 131c, Victoria-way, S.E.7 


Doctors requiring applications, theses mo ‘Write to 
MANTON (WESTMINSTER) LTD., 98, Victoria-street, S.W.1 
(VIC. 0141), who are specialists. _ 
ad Pregnancy Diagnosis by the Xenopus s Method,” d,” 24-hour 
service. Send specimens of urine and £2 2s. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, 1 
(MUSeum 5386-7). 

Professional (Nurses) Association in Harley-street ¢ area. 
Suitable Male or Female management. Established over half a 
eentury. Excellent office accommodation with spacious flat. 
Important home and overseas connections. Licensed annually od 
the London County Council. 7) only, please, w 
Address, No. 386, THE LANCET Office, 7, Adam-street, Xaclphi, 

».2. 


London, W.¢ 
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Lederle proudly announces 


the introduction of 


JLedercort 


TRIAMCINOLONE (9 ALPHA-FLUORO-16 ALPHA-HYDROXYPREDNISOLONE) 


a new, superior corticosteroid of great promise 





LEDERCORT is an achievement of Lederle corticosteroid 
research—created to minimise the major deterrents to all 
previous steroid therapy. It offers increased potency for 
greater clinical effectiveness ; reduced dosage and the distinct 
advantage of fewer side effects. 


LEDERCORT represents a new HIGH in anti-inflammatory 
effects with a lower dosage that averages } less than predni- 
sone. LEpERcORT, offers a new LOW in the collateral 
hormonal effects associated with all previous corticosteroids 
since it causes: no oedema, no hypertension, no psychosis, no 
weight gain or potassium depletion. 


Because of its reduced dosage, there is a lower incidence of 
other side effects such as peptic ulcer, osteoporosis, epigastric 
distress, diabetic state, Cushinoid “‘obesity’’. 


LEDERCORT provides prolonged therapy at less cost with 
easier patient management. 


invications: Rheumatoid arthritis; bronchial asthma; dermatoses; allergw 
disorders; other conditions where corticosteroids have proved 


beneficial. 


Oral tablets of 4 mg., scored for easy division. 
Bottles of 30, and 100. 


*#REGO. TRADEMARK 


LEDERLE LABORATORIES DIVISION 
Cyanamid or GREAT BRITAIN LTD., London, W.6.2 
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IN BUCCO-PHARYNGEAL 
INFECTIONS 


+ 

Ee THROA : 

cAL SOR 

sTREPTOCOS THRUS 
TONSILLITIS 4 

VINCENT’S ANGINA 


STOMATITIS 


P 
MARYRGITis 





DEQUADIN 


7 rapidly and effectively controls the infection 

7 avoids the risks involved in local antibiotic therapy 

« is more widely effective against oral pathogens than penicillin 
7 is fully active in the presence of serum 

e is completely non-toxic 


Available as DEQUADIN 


LOZENGES, in tubes of 20 
lozenges. 


Dosage: One lozenge sucked 


jj O Z2ZEn Ge Ss 











slowly every 2 or 3 hours. 


STANDARD REFERENCE CARD ON APPLICATION 


Manufactured in Englandby ALLEN & HANBURYS LTD LONDON E2 
NS81I2H | 
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